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EDITORIAL 


RESPONSIBILITY 


LESLIE E. DAUGHERTY, M.D.* 


Medical care is a public trust. Those entrusted to the care of the sick mentally or physi- 
cally, often times both, have a great responsibility. It cannot become machinelike and 
function as an assembly line, yet there are times when it needs streamlining. It is never 
static, must never pause because every accident, every illness is a new problem. New 
diseases and even new symptoms in old diseases arise, with new treatment; antibiotic, 
bacteriostatics, enzymes, ad infinitium constantly change the picture. A new perspective 
must be always before us. Thinking, while it will always be individual, must be correlated, 
assembled, compiled and treated collectively. It must be weighed and evaluated. New 
steps taken, must fit in and occasionally replace the old but never must the old when good, 
be laid aside until something better takes its place. New models do not come out every 
year, they happen everyday, almost every minute and so postgraduate work is necessary 
to keep abreast of the times. Every hospital should and could be, a postgraduate institu- 
tion. Many are and others could be medical centers in every community. Not just for the 
sick, but for the well. Preventive medicine becomes more important everyday. The people 
want it, even demand it and if we the physicians and hospitals don’t supply it, they get 
impatient. We should supply it, even before it is recognized by the public. Good relation- 
ship between the physicians and hospitals must be maintained. The artisan creates his 
masterpiece in the good workshop. It is true good minds think good anywhere, just so! 
immature minds are influenced by environment. 

Physicians must be well educated. That is fully recognized, but even so they must keep 
abreast of the new discoveries, new techniques and management; that is the hospitals too 
must be constructed right and maintained right; considering always, sanitation, hygiene, 
ventilation, food, nursing and medical care of course, but not exclusively. Just so should 
all those, having to do with management keep abreast of the times; not only provide the 
essentials but seeing that the entire personnel is happy and contented. The ill especially 
are quick to sense harmony, system but not too much system, rules but not too many 
rules, innovations but not too many innovations; loyalty to the help, to the management, 
to the physicians, courtesy always. 

Sickness is distressing to say the least and always annoying. Let one of our own be 


* Member of the Editorial Board, Maryland State Medical Journal. 
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Editorial 


stricken, it affects our thinking, our actions, our consideration to others. Yes, instances are 
known where surgeons have gone right on with the operation, when notified of a fatal ac- 
cident to their loved ones, but that is not the rule. 

Neither can we be too sentimental and/or too political. But, there is a middle ground; 
free discussions between the staff and the patients, the board of governors and the physi- 
cians, the physicians and the nurses and always, the patient with the nurses. Hospital 
costs and medical care would be better tolerated, if an explanation could be had. Certainly, 
a discussion between those involved could be undertaken often times to the good of both. 

Physicians could and should be ambassadors of the hospital; in turn the hospitals, 
ambassadors of good will between the public and physicians and the nurses. ‘All to serve 
and serve to All.” 


MAKE YOUR HOTEL RESERVATIONS NOW! 


Annual Meeting of the Medical and Chirurgical Faculty 
April 27, 28, and 29, 1953 
In view of the shortage of hotel rooms in Baltimore City, members of the Medical and Chirurgi 
cal Faculty and the Woman’s Auxiliary are urged to make their hotel reservations now for Monday 
night, April 27, 1953. This will insure your having accommodations in Baltimore in time for the 
Medical and Chirurgical Faculty Ball and, of course, for the scientific sessions of the Annual 


Meeting. 


AN INNOVATION 
THE DANCE 


A preliminary function preceding the Annual Meeting, Medical and Chirurgical Faculty, Monday, April 27, 1953, 
The Alcazar, 9 until 1. 
For details and tickets write to Mrs. E. Ellsworth Cook, 2431 Maryland Avenue, Baltimore 18, Maryland. 


TABLES RESERVED FREE 


While they last, tables may be reserved, without charge, for the Medical and Chirurgical Faculty Ball, to be held 
on Monday night, April 27th, at “The Alcazar” in Baltimore, as part of the Annual Meeting Program. Members of 
the Faculty or the Auxiliary may engage a table for ten simply by writing or telephoning Mrs. Newland E. Day, 
3424 Guilford Terrace, Baltimore 18, Maryland. Telephone—HOpkins 2977. 
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ONE HUNDRED FIFTY-FIFTH ANNUAL MEETING 


MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF 
MARYLAND 





1211 Cathedral Street, Baltimore 1, Maryland 
ANNUAL MEETING PROGRAM* 





ALL FACULTY DANCE 
MONDAY, APRIL 27, 1953 — 9:00 P.M. to 1:00 A.M. 
THE ALCAZAR, Cathedral and Madison Streets 


All the members, their wives, and guests are urged to attend THE DANCE (dress optional), which is 
under the sponsorship of the Woman’s Auxiliary to the Baltimore City Medical Society. Tickets 
$3.00 per person and checks may be sent to Mrs. E. Ellsworth Cook, 2431 Maryland Avenue, 
Baltimore 18. 








Tuesday, April 28, 1953 
Morning Session 
MAuvrICcE C. PINCOFFS, M.D., President, Presiding 


8:30 a.m. Registration. Also throughout meetings. 

9:30 a.m. The Protean Clinical Features of Leptospirosis. (Illustrated) 
Theodore E. Woodward, M.D., Associate Professor of Medicine, University of Mary- 
land School of Medicine. 

9:50 a.m. Iron Deficiency Anemias. (Illustrated) 
Philip F. Wagley, M.D., Instructor in Medicine and Anatomy, The Johns Hopkins 
University School of Medicine. 

10:10 a.m. Surgical Treatment of Aortic Aneurysms. (Illustrated) 
Henry T. Bahnson, M.D., Assistant Professor of Surgery, The Johns Hopkins Univer- 
sity School of Medicine. 

10:30 a.m. A Factor in Repeated Abortions. (Illustrated) 
Howard W. Jones, Jr., M.D., Instructor in Gynecology, The Johns Hopkins University 
School of Medicine. 

10:50 a.m. Recess. 

11:00 a.m. Indications and Results in Cardiac Surgery. (Illustrated) 
Robert P. Glover, M.D., Clinical Professor of Surgery (Thoracic), Hahnemann Medical 
College and Temple University School of Medicine, Philadelphia, Pennsylvania. 

11:20 a.m. Diagnosis and Treatment of Ringworm of the Scalp. (Illustrated) 
Harry M. Robinson, Jr., M.D., Associate Professor of Dermatology, University of 
Maryland School of Medicine. 


* Committee on Scientific Work and Arrangements, Beverley C. Compton, M.D., Chairman, William L. Garlick, M.D., 
and Edwin H. Stewart, Jr., M.D. 


109 











110 


Annual Meeting Program 


Tuesday Morning, April 2S—Continued 


11:40 a.m. Bone Bank. (Illustrated) 


Henry G. Reeves, Jr., M.D., Assistant Resident in Surgery, University Hospital. 
(By invitation) 


12:00 Noon Adjournment. 


2:00 p.m. 


2:20 p.m. 


2:40 p.m. 


3:00 p.m. 
3:10 p.m. 


3:40 p.m. 


4:00 p.m. 


4:20 p.m. 


4:40 p.m. 


8:00 p.m. 


Afternoon Session 
GEORGE O. Eaton, M.D., Vice-President, Presiding 


Laboratory Tests in Common Endocrine Disorders. (Illustrated) 

John G. Wiswell, M.D., Assistant Physician, Out-Patient Department, Departmeni 
of Medicine, The Johns Hopkins Hospital. (By invitation) 

Results of Operations for Disc Herniation With and Without Fusion. (Illustrated) 

I. William Nachlas, M.D., Associate Professor in Orthopedic Surgery, The Johns Hopkins 
University School of Medicine. 

Treatment of Benign Uterine Bleeding with Radium. (Illustrated) 

J. Mason Hundley, Jr., M.D., Professor of Gynecology, University of Maryland School 
of Medicine. 

Recess. 

Interrelations of Thyroid and Iodine Metabolism. (Illustrated) 

T. S. Danowski, M.D., Professor of Research Medicine, The University of Pittsburgh 
School of Medicine, Pittsburgh, Pennsylvania. 


Harvey Grant Beck Memorial Lectureship 
ABSTRACT. The newer developments in the field of iodine and thyroid physiology make objective 
indices of thyroid activity all the more desirable. Enough data have now been accumulated to permit 
detailed discussion of the utility and limitation of protein-bound or serum precipitable iodine levels 
in establishing the status of thyroid function. It is known of course that the thyroid gland possesses 
the capacity, apparently unique among body organs and tissues, of removing halogens from the blood 
circulating through it. This halide is then coupled with the amino acid tyrosine; molecules of halogen- 
ated amino acids are united to form the thyroxine molecule. It enters the colloid for variable periods 
of storage prior to being released to the circulation, and to the tissues. In the plasma it is under or- 
dinary circumstances present in the protein-bound or serum precipitable fraction of iodine. Our atten- 
tion will in the main be focused upon physiological and clinical factors which produce alterations in 
this moiety. 
The Young Primigravida. 
John Huff Morrison, M.D., Associate in Obstetrics, University of Maryland School of 
Medicine. 
Tendon Sutures. (Illustrated) 
Erwin R. Jennings, M.D., Resident in Surgery, University Hospital. (By invitation) 
Carcinoma of the Gall Bladder. (Illustrated) 
George G. Finney, M.D., Assistant Professor of Surgery, The Johns Hopkins University 
School of Medicine. 
Adjournment. 
Evening Meeting 
Maurice C. Pincorrs, M.D., President, Presiding 


1. Necrology. A. S. Chalfant, M.D., Chairman, Memoir Committee. 
2. Presidential Address. Maurice C. Pincoffs, M.D. 
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Tuesday Evening, April 28—Continued 





3. The Surgical Treatment of Bleeding Esophageal Varices. (Illustrated) 
Robert R. Linton, M.D., Assistant Clinical Professor of Surgery, Harvard Medical 
School, Visiting Surgeon and Chief of the Peripheral Vascular Clinic, Massachusetts 
General Hospital, Boston, Massachusetts. 


John M. T. Finney Fund Lecture 


ABsTRACT. Massive bleeding from ruptured esophageal varices is one of the most serious complica- 
tions of portal cirrhosis of the liver and the so-called Banti’s Syndrome. A recent analysis of the prob- 
lem at the Massachusetts General Hospital revealed that 99 patients had been admitted because of 
cirrhosis of the liver, during the five year period between 1946 and 1950 inclusive. Thirty-eight of 
these patients, or 58 per cent, died while in the hospital, and of utmost importance is the fact that 
hemorrhage from the esophageal varices played a major réle in the deaths of 32, or 84 per cent of them. 
Further analysis revealed that exsanguination was the chief cause of death in 23, or 72 per cent of 
them, and in 9 others, or 28 per cent, death was due to liver failure precipitated by massive hemor- 
rhage in each case. These figures demonstrate clearly that an early, effective and safe means of con- 
trolling the ruptured esophageal varix at the time of acute hemorrhage is necessary. The emergency 
methods of handling this problem will be discussed, with special reference to the use of balloon tam- 
ponade and a direct suture of the bleeding esophageal varices through a left thoracotomy incision. 
The results obtained in the definitive treatment of portal hypertension with bleeding esophageal 
varices by means of portacaval shunts will be given in a series of 80 patients operated upon at the 
Massachusetts General Hospital during the past seven years. 


Wednesday, April 29, 1953 
Morning Session 
OsBoRNE D. CHRISTENSEN, M.D., Vice-President, Presiding 


8:30 a.m. Registration. Also throughout meetings. 

9:30 a.m. Forms of Purpura—Diagnosis and Treatment. (Illustrated) 

Milton S. Sacks, M.D., Associate Professor of Medicine and Director of Clinical 
Pathology and Rh Laboratory, University of Maryland School of Medicine. 

9:50 a.m. Uses and Misuses of Antibiotics in Skin Diseases. (Illustrated) 

Israel Zeligman, M.D., Assistant Professor of Dermatology, University of Maryland 
School of Medicine. 

10:10 a.m. Cystic Fibrosis of the Pancreas. (Illustrated) 

Gordon E. Gibbs, Ph.D., M.D., Associate Professor of Clinical Research, University 
of Maryland School of Medicine. 

10:30 a.m. Management of Convalescence and Later Life After Coronary Thrombosis. (Illustrated) 
William S. Love, M.D., Associate Professor of Medicine and Chief of Section of Cardi- 
ology, University of Maryland School of Medicine. 

10:50 a.m. Recess. 

11:00 a.m. Medical and Surgical Treatment of Lung Abscess. 

R Adams Cowley, M.D., Department of Thoracic Surgery, University of Maryland 
School of Medicine. 

11:20 a.m. Hepatic Hypoglycemia in Congestive Heart Failure. (Illustrated) 

Philip A. Tumulty, M.D., Associate Professor of Internal Medicine and Director of 
Medical Clinic, The Johns Hopkins University School of Medicine. (By invitation) 

11:40 a.m. The Pharmaceutical Aspects of Prescription Writing. (Illustrated) 

Noel E. Foss, Ph.D., Dean of the University of Maryland School of Pharmacy. (By 
invitation) 
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Wednesday Morning, April 29—Continued 


12:00 Noon ELECTION OF THE BOARD OF MEDICAL EXAMINERS. 
12:15 p.m. Adjournment. 


12:30 p.m. Woman’s Auxiliary Luncheon, Sheraton Belvedere Hotel, Baltimore. 
Louis H. Bauer, M.D., President of the American Medical Association, Guest Speake’. 
All Faculty members are invited and urged to attend 


Afternoon Session 
WituiaM F. Wittiams, M.D., Vice-President, Presiding 


2:30 p.m. Current Views on Poliomyelitis. (Illustrated) 
David Bodian, M.D., Associate Professor of Epidemiology, The Johns Hopkins Uni- 
versity School of Hygiene and Public Health. (By invitation) 


2:50 p.m. The Dione Drugs in Petit Mal Seizures. (Illustrated) 
Ruth W. Baldwin, M.D., Director of Seizure Unit, Department of Pediatrics, University 
of Maryland School of Medicine. 


3:10 p.m. The Clinical Value of Arteriography. (Illustrated) 
E. Converse Peirce, 2nd, M.D., National Heart Institute (Resident in Surgery, U. S. 
Public Health Service Hospital, Baltimore). 


3:30 p.m. Recess. 


3:40 p.m. Orthopedic Problems of Children. (Illustrated) 
James P. Miller, M.D., Chief Orthopedist, Veterans Administration Hospital, and Or- 
thopedic Surgeon, The Johns Hopkins Hospital. 


4:10 p.m. Cat Scratch Disease. (Illustrated) 
Frank G. MacMurray, M.D., Clinical Instructor in Medicine, George Washington 
University School of Medicine, Washington, D. C. 


4:30 p.m. The Nonoperative Treatment of Stress Incontinence in Women. (Illustrated) 
Lawrence R. Wharton, Ph.B., M.D., Assistant Professor of Gynecology, The Johns 
Hopkins University School of Medicine. 


4:50 p.m. Adjournment. 
6:30 p.m.—7:30 p.m. BUFFET SUPPER, 1211 Cathedral Street. 
The members are urged to bring their wives and guests. 
Evening Meeting 


MaovriceE C. Princorrs, M.D., President, Presiding 


8:00 p.m. 1. Introduction of Louis H. Bauer, M.D., President, American Medical Association. 
2. Introduction of Mrs. Charles H. Williams, President, Woman’s Auxiliary to thie 
Medical and Chirurgical Faculty. 


(Continued on next page) 
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Wednesday Evening, A pril 29—Continued 


3. The Changing Nature of Medicine. 
J. S. L. Browne, M.D.C.M., Ph.D., F.R.S.C., F.R.C.P.(C)., F.A.C.P., Professor of 
Medicine, McGill University, and Director, McGill University Clinic, Royal Victoria 
Hospital, Montreal, Canada. 


I. Ridgeway Trimble Fund Lecture 


ABSTRACT. In connection with a symposium entitled “The Criteria of Proof in Various Sciences” 
held some years ago, it was brought out that during the past decades there has been an alteration in 
the point of view of a number of different scientific disciplines. This is expressed by the physicists as 
the “Operational point of view” and one may say that the analogy of a “net” rather than a straight 
chain has come to be the concept of causality. 

The development of physiology and biochemistry, of the concept of the adaptation syndrome and 
the effects of ACTH and Cortisone in a variety of diseases, has tended to break down the rigid idea 
of separate and distinct clinical entities each with its own name and to show that there is a large com- 
mon element underlying them. This is a further development of the earlier concept of the Host Re- 
sponse. 

This development has helped to accentuate the semantic difficulties and difficulties of communica- 
tion between succeeding generations of medical men, between those engaged in the various and ever 
increasing compartments or specialties of medicine, and between the doctor and his patient. 

A speculative discussion on the effect of these factors on medicine in general will be attempted. 





ANNUAL MEETING—BUSINESS SESSIONS 
CHRONOLOGICAL OUTLINE 


MONDAY, APRIL 27, 1953 
11:00 a.m. Council, Friedenwald Room, 1211 Cathedral Street. 
1:00 p.m. Luncheon, Osler Hall, 1211 Cathedral Street. 
2:00 p.m. House of Delegates, Deutsches Haus, second floor auditorium, 1212 Cathedral 
Street. 


TUESDAY, APRIL 28, 1953 
1:30 p.m. Council, Friedenwald Room, 1211 Cathedral Street. 
2:00 p.m. House of Delegates, Deutsches Haus, second floor auditorium, 1212 Cathedral 
Street. 


WEDNESDAY, APRIL 29, 1953 
9:30 a.m. House of Delegates, Deutsches Haus, second floor auditorium, 1212 Cathedral 
Street. 





* * * K * 


THE COMMERCIAL EXHIBITS—TENT, SUPPER ROOM, 
and BASEMENT CORRIDOR 


SEE THE CREATIVE ARTS SHOW 
SECOND FLOOR, FRICK READING ROOM 
TUESDAY AND WEDNESDAY, APRIL 28 and 29, 1953 
9:00 a.m. until after the Evening Meetings 
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FOURTH ANNUAL MEETING—WOMAN’S AUXILIARY TO 
THE MEDICAL AND CHIRURGICAL FACULTY 
Headquarters—Sheraton Belvedere Hotel 
Meetings—Blue Room 
Luncheon—Assembly Room 
WEDNESDAY, APRIL 29, 1953 
Mrs. GEORGE E. URBAN, Convention Chairman 

9:30 a.m. Registration. 

10:00 a.m. Business Meeting. Mrs. Charles H. Williams, President, Presiding. 

Election of Officers. 


10:30 a.m. “Your Doctor” Film. Courtesy of American Medical Association. 
Nurse Recruitment Films. 
Panel Discussions. Mrs. John G. Ball, President-elect, Presiding. 
State and County Chairmen Participating. 


12:30 p.m. Luncheon. 
Invocation. Rev. L. Barrett Rice, Epworth Methodist Church, Washington, D. C. 
Address. Louis H. Bauer, M.D., President, American Medical Association. 
2:30 p.m. Fashion Show by Schleisner Company. Narrated. 
Music by Jack Lederer. 

Postconvention Board Meeting to be called by the President. 

Evening Meeting. The ladies of the Auxiliary are cordially invited to join their husbands and 
attend the BUFFET SUPPER at 6:30 p.m., which will be followed by the evening 
meeting of the Medical and Chirurgical Faculty. These will be held at the Faculty 
Building, 1211 Cathedral Street. 

* * * * * 
Medical and Chirurgical Faculty Ball 


Mrs. E, ELLSwortu Cook, JR. 
General Chairman, Medical and Chirurgical Faculty Ball, Annual Meeting, 1953 


Mrs. Ross C. Brooks Mrs. Harold Vyner Mrs. John R. Davis 
Chairman of the Dance Chairman of Dolls Co-Chairman of Telephone Comm- 
ite ee a. ; mittee 
Mrs. Richard Garrett Mrs. W. Kennedy Waller 
Chairman of Tickets Chairman of French Perfume Mrs. Jack Rosin 
Mrs. John De Hoff . Co-Chairman of Telephone C¢ 
pot en ok icaniaiaed Mrs. Daniel Pessagno mittee 
iiebiiaad i Chairman of Flower Girls 
Mrs. J. Arthur York Mrs. Hyman Schiff 
Chairman of Patrons Mrs. James Russo Co-Chairman of Telephone C 
ae Co-Chairman of Flower Girls mittee 
Mrs. Edwin Stewart : : < 
*hairman of Advertisers Ok ae 
Chairm Mrs. Irving Taylor Mrs. Harold Rosen 
Mrs. Raymond Markley Chairman of Folies-Bare-Gere Accompanist 
Chairman of Decorations 
pais , Mrs. Joseph Sheehan Mrs. J. Carlton Wich 
Mrs. W. Samuel Harris = Josey “- ee : J “3 W Soa 
ees gh 5s se Chairman of French Fashions Chairman of Publicity 
Chairman of Rue de La Paix : 
Mrs. Philip Lerner Mrs. Harry Beck Mrs. George H. Yeager 


Chairman of Cake and Candy Stage Manager Public Relations 
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IMPORTANT NOTICE RELATIVE TO ADOPTION LAW 


G. C. A. ANDERSON, ESQUIRE* 


The attention of the medical profession is directed 
to the drastic character of the adoption law passed 
by the 1950 Legislature. This Law, being Chapter 
63 of the Laws of Maryland of 1950, in substance 
provides that a child can only be adopted through 
a State Licensing Agency. The law purports to 
authorize the natural parent, brother or sister, to 
authorize an adoption, but this exception has been 
so construed that, at least, insofar as doctors are 
concerned, it is a snare and a delusion inviting doc- 
tors into trouble. The law, after providing for li- 
censed child placement agencies, then provides as 
follows: 


“The placement of a child by any one other than a 
licensed child placement agency ... natural parent 
or parents . . . is prohibited.” 


The word “placement” has been construed to 
mean any act furthering, aiding, or assisting an adop- 
tion. This is true even if the aid or assistance is aid or 


assistance given by the physician to the natural parent - 


at the request of the natural parent. Thus,. should a 
doctor be the means of bringing a natural parent 
and adopting parent together, the doctor is guilty 
of an act of placement, and subject to: indictment 
and fine “not to exceed $500 or imprisonment not 
exceeding one year in the discretion of the Court.” 
This is true if the doctor’s only act is to suggest the 
name of a possible adopting parent, or the name of 
some one who may know of an adopting parent, and 
an adoption is the result. 

Good faith and ignorance of the law is no defense. 
The doctor, though he acts with only the most hu- 
mane motives, and only at the request of either 
party, has violated the law. 

In the recent case of Goodman vs. District of Colum- 
bia, 50 A. (2d) 812, the Municipal Court of Appeals 
for the District of Columbia construed a similar 
act containing the above language. In this case a 
lawyer was employed by a wife in divorce proceed- 
ings. She was pregnant with an illegitimate child at 
the time, and asked the lawyer to find some one who 
would provide a good home for her child. The lawyer 
advised her to go to a Welfare Agency, or a certain 
Infants’ Home of her own choosing. She rejected this 
advice as she had been in an orphanage, and did not 
wish her child brought up in such an institution; 
she insisted on having her child placed in a private 
home. 

The lawyer finally told her that if he heard of any 
one who wanted a child, he would let her know. She 
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then persisted in calling him at his home, and office, 
several times a week to inquire if he had heard of 
any one who would take her child. Finally, when she 
called about two months before the child was born, 
he told her he had learned of a couple interested in 
adopting a child, and that he would have them con- 
tact her. She told him she preferred to remain anony- 
mous and did not wish to know the names of the 
prospective parties. The lawyer offered to talk to 
the prospective adopting parents and report to her 
and otherwise conclude the matter. 

He was paid nothing, and was apparently moti- 
vated by only the best motives. However he was 
indicted, found guilty, and the verdict affirmed on 
appeal. The Court at page 814 said: 


“That appellant did these things without compensa- 
tion, that he was animated by the most humane 
motives, that he was perhaps imposed upon by the 
mother or yielded in sheer pity to her cries of distress 
—all this we may concede. And all this appeals to our 
sympathy for him; but it. cannot justify us in holding 
that his acts were within the law.” 


A similar case was recently tried in Maryland 
where a physician, acting in the best of faith, and 
for no reward, assisted in the placing of certain 
children. In one instance, his sole activity was to 
examine the pregnant woman at the request of her 
father, ascertain that she was pregnant, and sug- 
gested the name of a person who might be able to 
assist her in her trouble. He was paid $2.50 for the 
examination and never saw the patient again until 
after the child was born. Nevertheless he was found 
guilty on this count of the indictment. 

This case was in the nature of a test case. The 
statute was upheld, and the doctor found guilty. 

It is the desire of the Court before whom this case 
was tried; the State’s Attorney’s office; the various 
Welfare Agencies, and all parties in interest, that 


- this entire matter be given the widest publicity in 


order that other physicians, acting in the best of 
faith, be not caught within the terms of this Statute. 
Other physicians will not be able to plead ignorance 
in mitigation of sentence, since this case should put 
all on notice. 

The following is a list of all licensed agencies as of 
the present time. This list is subject to change. A 


* complete and up-to-date list can always be obtained 


from the State Department of Public Welfare, 120 
W. Redwood Street, Baltimore 1. 
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‘ Agency 

Allegany County Welfare Board 
301 Cumberland St., Cumberland 
Religion—Any 

Anne Arundel County Welfare Board 
South & Cathedral Sts., Annapolis 
Religion—Any 

Associated Catholic Charities, Inc. 
415 Cathedral St., Baltimore 1 
Religion—Catholic 

Baltimore City Dept. of Public Welfare 
327 St. Paul Place, Baltimore 2 
Religion—Any 


Balto. Co. Children’s Aid & Family Serv- 


ice Society, Inc. 
105 E. Joppa Rd., Towson 4 
Religion—Protestant 


Baltimore County Welfare Board 
209 Washington Ave., Towson 4 
Religion—Any 

Baptist Children’s Aid Society 
100 E. 23rd St., Baltimore 18 
Religion—Baptist 

Barker Foundation, Inc. (adoption only) 
6900 Wisconsin Ave., Bethesda 14 
Religion—Any 

Board of Child Care 
516 N. Charles St., Baltimore 1 
Religion—Methodist 

Board of Public Welfare 
815 Rhode Island Ave., N.W., Wash. 1 
Religion—Any 

Calvert County Welfare Board 
Turner Bldg., Prince Frederick 
Religion—Any 

Caroline County Welfare Board 
Law Bldg., Denton 
Religion—Any 

Carroll County Children’s Aid Society 
Albaugh-Babylon Bldg., Westminster 
Religion—Any 

Carroll County Welfare Board 
4 John St., Westminster 
Religion—Any 

Catholic Charities of Washington, D. C. 


1441 Rhode Island Ave., N.W., Wash. 5 


Religion—Catholic 

Catholic Charities of Prince George’s Co. 
3723 34th St., Mt. Rainier 
Religion—Catholic 

Cecil County Children’s Aid Society 
Room 301, Court House, Elkton 
Religion—Any 

Cecil County Welfare Board 
Rooms 303-307, Court House, Elkton 
Religion—Any 

Charles County Children’s Aid Society 
Box 183, LaPlata 
Religion—Any 

Charles County Welfare Board 

Times-Crescent Bldg., LaPlata 

Religion—Any 

Church Mission of Help (adoption only) 
105 W. Monument St., Baltimore 1 
Religion—Protestant 

_ Dorchester County Welfare Board 

112 High St., Cambridge 

Religion—Any 


Notice Relative to Adoption Law 


Area 
Allegany Co. 


Anne _—_— Arundel 


Co. 


Baltimore City, 
adjacent counties 
& Western Md. 


Baltimore City 


Baltimore Co. 


Baltimore Co. 


Maryland 


Southern Md. 


Maryland 


Southern Md. 


Calvert Co. 


Caroline Co. 


Carroll Co. 


Carroll Co. 


Southern Md. 


Southern Md. 


Cecil Co. 


Cecil Co. 


Charles Co. 


Charles Co. 


Maryland 


Dorchester Co. 


Agency 
wlaces ¢ & Child Services of Washington, 


Age 

1907 S St., N.W., Washington 9 
Religion—Protestant 

ro & Children’s Society 

204 W. Lanvale St., Baltimore 17 

Religion—Protestant 

Frederick Co. Children’s Aid Society 
14 E. Church St., Frederick 
Religion—Any 

Garrett County Welfare Board 
First National Bank Bldg., Oakland 
Religion—Any 

Harford County Welfare Board 
Bel Air Rd. nr, Kenmore Inn, Bel Air 
Religion—Any 

Howard County Welfare Board 
Main St. & Church Rd., Ellicott City 
Religion—Any 

Jewish Family & Children’s Bureau 
319 W. Monument St., Baltimore 1 
Religion—Jewish 

Jewish Social Service Agency 
1131 Spring Rd., N.W., Washington 10 
Religion—Jewish 

Kent-Queen Anne Co. Children’s Aid So- 

ciety 

Chestertown 
Religion—Any 

Maryland Children’s Aid Society 
2133 Maryland Ave., Baltimore 18 
Religion—Any 

Montgomery Co. Social Service League 
104 S. Perry St., Rockville 
Religion—Any 

Montgomery County Welfare Board 
— Ave. & Monroe St., Rock- 


Religion—Any 

Prince George’s County Welfare Board 
County Service Bldg., Hyattsville 
Religion—Any 

Queen Anne’s County Welfare Board 
Centreville, Md. 
Religion—Any 

St. Ann’s Infant Home 
2200 California St., N.W., Washington 8 
Religion—Catholic 

St. Mary’s County Welfare Board 
County Office Bldg., Leonardtown 
Religion—Any 

Somerset County Welfare Board 
Somerset Ave., Princess Anne 
Religion—Any 

Talbot County Children’s Aid Society 
Easton, Md 
Religion—Any 

Talbot County Welfare Board 
County Bldg., Easton 
Religion—Any 

Washington County Welfare Board 
101 W. Antietam St., Hagerstown 
Religion—Any 

Wicomico County Welfare Board 
Railroad Ave., Salisbury 
Religion—Any 

Worcester County Welfare Board 
Green & Bank Sts., Snow Hill 
Religion—Any 


Area 
Montgomery Co. 


Baltimore City & 
adjacent counties 
Frederick Co. 
Garrett Co. 
Harford Co. 
Howard Co. 
Baltimore City 


Southern Md. 


Kent-Queen 
Anne Co.’s 


Howard, Calvert 
Co.’s 


Montgomery Co. 


Montgomery Co. 


Pr. George’s Co. 
_ Anne’s 
Southern Md. 
St. Mary’s Co. 
Somerset Co. 
Talbot Co. 
Talbot Co. 
Washington Co. 


Wicomico Co. 


Worcester Co. 
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PRESIDENTIAL APPOINTMENTS 


Dr. Maurice C. Pincoffs, the President, has ap- 
pointed the following Medical and Chirurgical Fac- 
ulty Committees for 1953: 


COMMITTEE TO ADVISE THE STATE INDUSTRIAL 
{CCIDENT COMMISSION: 

Charles W. Maxson, Chairman, Baltimore, William J. Cole- 
man, Baltimore, George O. Eaton, Baltimore, William R. 
Geraghty, Baltimore, Donald B. Grove, Cumberland, How- 
ard M. Kern, Baltimore, James W. Nelson, Baltimore, Ed- 
ward P. Thomas, Frederick. 

{1DVISORY COMMITTEE TO THE STATE HEALTH 
DEPARTMENT (the Committee to consist of the President, 
the President-elect, two Past Presidents, the Secretary and 
four general practitioners of which one represents the Mary- 
land Academy of General Practice): 

Alan M. Chesney, Chairman, Baltimore, Maurice C. Pincoffs, 
Baltimore, President-Elect (not elected until April 1953), Wal- 
ter D. Wise, Baltimore, George H. Yeager, Baltimore, E. 
Paul Knotts, Denton, Robert S. McCeney, Laurel, Charles 
H. Williams, Pikesville, I. M. Zimmerman, Williamsport. 
ADVISORY COMMITTEE TO THE WOMAN’S AUX- 
ILIARY: 

Samuel McLanahan, Chairman, Baltimore, William K. Diehl, 
Baltimore, William D. Noble, Easton. 

ARMY MEDICAL LIBRARY COMMITTEE: 

Thomas S. Cullen, Chairman, Baltimore, Andrew C. Gillis, 
Baltimore, John T. King, Baltimore, John E. Savage, Balti- 
more, Lawrence R. Wharton, Baltimore, Samuel Wolman, 
Baltimore. 

BLOOD BANK ADVISORY COMMITTEE: 

Merrell L. Stout, Chairman, Baltimore, C. Lockard Conley, 
Baltimore, Kendrick McCullough, Parsonsburg, Walter C. 
Merkel, Baltimore, H. Raymond Peters, Baltimore, Milton 
S. Sacks, Baltimore, Benedict Skitarelic, Cumberland, John 
Whitridge, Jr., Baltimore. 

CANCER COMMITTEE: 

J. Mason Hundley, Jr., Chairman, Baltimore, C. Bernard 
Brack, Baltimore, L. H. Brumback, Hagerstown, L. Clarence 
Cohn, Baltimore, Beverley C. Compton, Baltimore, William 
K. Diehl, Baltimore, Everett S. Diggs, Baltimore, Wylie M. 
Faw, Jr., Cumberland, Gerald A. Galvin, Baltimore, Howard 
W. Jones, Jr., Baltimore, James T. Marsh, Westminster, 
William Neill, Jr., Baltimore, William D. Noble, Easton, 
Arthur G. Siwinski, Baltimore, Edwin H. Stewart, Jr., Balti- 
more, Richard W. TeLinde, Baltimore, James B. Thomas, 
Frederick, Grant E. Ward, Baltimore. 

COMMITTEE TO CONSIDER THE RELATIONSHIP 
BETWEEN HOSPITALS AND SPECIALTIES AND 
THE MANNER OF PAYMENT FOR PROFESSIONAL 
SERVICES: 

Webster H. Brown, Chairman, Baltimore, E. Hollister Davis, 
Baltimore, Merrell L. Stout, Baltimore, Henry L. Wollen- 
weber, Baltimore. 


COMMITTEE ON 
LAWS: 

A. Austin Pearre, Chairman, Frederick, E. Cowles Andrus, 
Baltimore, Donald Hooker, Annapolis, W. Houston Toulson, 
Baltimore. 

COMMITTEE TO COOPERATE WITH 
MEDICAL EDUCATION FOUNDATION: 
Newland E. Day, Chairman, Baltimore, Thurston R. Adams, 
Baltimore, Walter A. Baetjer, Baltimore, John G. Ball, 
Bethesda (Montgomery County), J. H. Bates, Elkton (Cecil 
County), Katherine A. Chapman, Kensington (Montgomery 
County), Stuart Christhilf, Jr., Annapolis (Anne Arundel 
County), H. V. Davis, Chesapeake City (Cecil County), 
Wilfred W. Eastman, — Silver (Montgomery 
County), Charles R. Foutz, Westminster (Carroll County), 
J. Stanley Grabill, Mt. Airy (Frederick County), Donald 
B. Grove, Cumberland (Allegany-Garrett), William B. 
Hagan, Mt. Rainier (Prince George’s County), L. A. Hofi- 
man, Hagerstown (Washington County), Philip A. Insley, 
Salisbury (Wicomico), W. O. McLane, Jr., Frostburg (Alle- 


THE CONSTITUTION AND BY- 


AMERICAN 
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gany-Garrett), Ernest F. Poole, Hagerstown (Washington 
County), Paul H. Royse, Pikesville (Baltimore County), 
Theodore R. Shrop, Ellicott City (Howard County), M. H 
Sprecher, Elkton (Cecil County). 

DIABETIC DETECTION COMMITTEE: 

J. Sheldon Eastland, Chairman, Baltimore, E. Irving Baum- 
gartner, Oakland, T. Nelson Carey, Baltimore, James D. Carr, 
Baltimore, J. Wilfrid Davis, Baltimore, Perry Futterman, 
Baltimore, Frank J. Geraghty, Baltimore, David J. Gilmore, 
Salisbury, Lewis P. Gundry, Baltimore, J. Roy Guyther, 
Mechanicsville, John H. Hornbaker, Hagerstown, Benjamin 
F. Jones, Baltimore, Charles F. O’Donnell, Towson, Harold 
Plummer, Preston, J. Emmett Queen, Baltimore, George 
G. Schlesinger, Baltimore, Frank M. Shipley, Annapolis, A. 
A. Silver, Baltimore, Benedict Skitarelic, Cumberland, Lester 
A. Wall, Jr., Baltimore. 
EUGENE FAUNTLEROY 
MITTEE: 

T. Nelson Carey, Chairman, Baltimore, James K. Gray, 
Thurmont, William L. Howard, Salisbury, Frank F. Lusby, 


CORDELL FUND COM- 


Hagerstown, George Allen Moulton, Jr., Westminster. 
COMMITTEE ON INDUSTRIAL HEALTH: 

Nathan B. Herman, Clairman, Baltimore, Robert Van Lieu 
Campbell, Hagerstown, Robert F. Chenowith, Baltimore, 
Walter E. Fleischer, Baltimore, William L. Garlick, Balti- 
more, Hugh C. Gill, Sparrows Point, W. R. Hodges, Jr., 
Cumberland, John V. Hopkins, Baltimore, Robert H. Riley, 
ex officio, Catonsville, Benjamin H. Rutledge, Baltimore, 
Leroy W. Saunders, Baltimore, W. Kennedy Waller, Balti- 
more, William F. Williams, Cumberland, Huntington Wil- 
liams, ex officio, Baltimore. 

JOINT COMMITTEE WITH THE BAR ASSOCIATIONS 
ON MEDICOLEGAL PROBLEMS: 

Louis Krause, Chairman, Baltimore, Conrad Acton, Balti- 
more, Leo Brady, Baltimore, Russell S. Fisher, Towson, Man- 
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fred S. Guttmacher, Baltimore, R. Carmichael Tilghman, 
Baltimore, I. Ridgeway Trimble, Baltimore, Henry F. UIll- 
rich, Baltimore, Thomas Conrad Wolff, Baltimore, Charles 
A. Reifschneider, Baltimore. 


LEGISLATIVE COMMITTEE: 

Karl F. Mech, Chairman, Baltimore, Frederic V. Beitler, 
Halethorpe, Thomas A. Christensen, College Park, George O. 
Eaton, Baltimore, Raymond F. Helfrich, Baltimore, Norbert 
C. Nitsch, Baltimore, Willard S. Parsons, Baltimore, Daniel 
J. Pessagno, Baltimore, J. G. F. Smith, Brunswick, James 
E. Stoner, Jr., Walkersville, George E. Urban, Catonsville, 
I. M. Zimmerman, Williamsport. Each Component Society 
is represented by the incumbent President, Secretary, and 
Treasurer. 

MATERNAL AND CHILD WELFARE COMMITTEE: 
Louis H. Douglass, Chairman, Baltimore, J. Edmund Brad- 
ley, Vice-Chairman, Baltimore, George W. Anderson, Balti- 
more, J. Tyler Baker, Easton, John McF. Bergland, Balti- 
more, Annie M. Bestebreurtje, Baltimore, Harry D. 
Bowman, Hagerstown, Thomas A. Christensen, College Park, 
Stuart Christhilf, Jr., Annapolis, George H. Davis, Baltimore, 
Darius McC. Dixon, Baltimore, Nicholson J. Eastman, Bal- 
timore, H. W. Eliason, Cumberland, A. H. Finkelstein, Balti- 
more, S. Butler Grimes, Baltimore, Wilson Grubb, Baltimore, 
Russell L. Guest, Frederick, I. R. Hanson, Salisbury, Virginia 
G. Harris, La Plata, Paul Harper, Baltimore, John S. Haught, 
Mt. Rainier, W. Royce Hodges, Jr., Cumberland, William 
K. Mansfield, Baltimore, William C. Morgan, Salisbury, J. 
Morris Reese, Lutherville, John E. Savage, Baltimore, Alex- 
ander J. Schaffer, Baltimore, Francis F. Schwentker, Balti- 
more, William C. Stifler, Jr., Baltimore, Byron D. White, 
Frederick, John Whitridge, Jr., Baltimore. 


COMMITTEE ON MEDICAL RESEARCH: 

R. Walter Graham, Jr., Chairman, Baltimore, Alfred Blalock, 
Baltimore, C. R. Edwards, Baltimore, Warfield M. Firor, 
Baltimore, Wetherbee Fort, Baltimore, Albert E. Goldstein, 
Baltimore, John H. Hornbaker, Hagerstown, David I. Macht, 
Baltimore, L. A. Rademaker, Salisbury, W. Alfred Van Or- 
mer, Cumberland, Theodore E. Woodward, Baltimore, George 
H. Yeager, Baltimore, Alan M. Chesney, Baltimore (ex offi- 
cio), H. Boyd Wylie, Baltimore (ex officio). 


MEMOIR COMMITTEE: 

A. S. Chalfant, Chairman, Baltimore, Harry D. Bowman, 
Hagerstown, Lynn H. Brumback, Hagerstown, F. A. Cama- 
lier, Leonardtown, W. N. Palmer, Easton. 


MENTAL HYGIENE COMMITTEE: 

Harry M. Murdock, Chairman, Towson, Dexter M. Bullard, 
Rockville, Robert E. Gardner, Sykesville, Kenneth B. Jones, 
Church Creek, Wendell S. Muncie, Baltimore, H. Whitman 
Newell, Baltimore, Irving J. Spear, Baltimore, Ralph P. 
Truitt, Baltimore. 

COMMITTEE ON NATIONAL EMERGENCY MEDI- 
CAL SERVICE: 


Robert H. Riley, Chairman, Baltimore, J. Albert Chatard, 
Baltimore, Alan M. Chesney, Baltimore, C. Reid Edwards, 


Baltimore, Charles W. Maxson, Baltimore, Walter D. Wise, 
Baltimore, George H. Yeager, Baltimore, Mr. George Buck, 
Baltimore, Mr. Walter N. Kirkman, Baltimore. 


NEW BUILDING COMMITTEE: 


C. Reid Edwards, General Chairman, Baltimore, Albert E. 
Goldstein, Chairman, Finance Committee, Baltimore, John W. 
Parsons, Treasurer, Finance Committee, Baltimore, R. Walter 
Graham, Jr., Chairman, Building Plans, Baltimore, Harry C 
Hull, Baltimore, I. R. Trimble, Baltimore. 


Subcommitiee—Finance Committee 
Warde B. Allan, Baltimore, James G. Arnold, Jr., Baltimore. 
John A. Askin, Baltimore, Walter A. Baetjer, Baltimore, Alan 
Bernstein, Baltimore, C. Bernard Brack, Baltimore, Lec 
Brady, Baltimore, Otto C. Brantigan, Baltimore, Henry A 
Briele, Salisbury, Webster H. Brown, Baltimore, Edwin N 
Broyles, Baltimore, Ferdinand E. Chatard, IV, Baltimore, 
Beverley C. Compton, Baltimore, Louis C. Dobihal, Balti 
more, Louis H. Douglass, Baltimore, Monte Edwards, Balti 
more, W. R. Ferguson, Baltimore, J. M. T. Finney, Jr., 
Baltimore, Wetherbee Fort, Baltimore, Frank J. Geraghty, 
Baltimore, Thomas K. Galvin, Baltimore, Mark E. Gann, 
Baltimore, Robert W. Garis, Baltimore, Lewis P. Gundry, 
Baltimore, Louis P. Hamburger, Sr., Baltimore, H. Hanford 
Hopkins, Baltimore, Harry C. Hull, Baltimore, J. Mason 
Hundley, Jr., Baltimore, Page C. Jett, Prince Frederick, Hugh 
J. Jewett, Baltimore; Marius P. Johnson, Baltimore, John T. 
King, Baltimore, E. Paul Knotts, Denton, Leon A. Kochman, 
Baltimore, Amos R. Koontz, Baltimore, Edward F. Lewison, 
Baltimore, E. T. Lisansky, Baltimore, Helen I. Maginnis, 
Baltimore, W. Kenneth Mansfield, Baltimore, Erwin F. 
Mayer, Baltimore, Karl F. Mech, Baltimore, Waldo B. 
Moyers, Mt. Rainier, W. Raymond McKenzie, Baltimore, 
Samuel McLanahan, Baltimore, Emil Novak, Baltimore, 
Frank J. Otenasek, Baltimore, Daniel J. Pessagno, Baltimore, 
Esther L. Richards, Baltimore, Harry M. Robinson, Jr., 
Baltimore, Fred B. Smith, Baltimore, Howard C. Smith, 
Baltimore, Richard W. TeLinde, Baltimore, Edward P. 
Thomas, Frederick, Rayond K. Thompson, Baltimore, W. 
Houston Toulson, Baltimore, I. Ridgeway Trimble, Baltimore, 
Henry F. Ullrich, Baltimore, Grant E. Ward, Baltimore, 
Lawrence R. Wharton, Baltimore, W. L. Winkenwerder, 
Baltimore, Walter D. Wise, Baltimore, Henry Wollenweber, 
Baltimore, Austin H. Wood, Baltimore, James D. Woodrufi, 
Baltimore, Alan C. Woods, Baltimore, Israel S. Zinberg, 
Baltimore. 
PHYSIOTHERAPY COMMITTEE: 
W. Richard Ferguson, Chairman, Baltimore, Moses Gellmai., 
Baltimore, H. Alvan Jones, Baltimore, Howard F. Kinnamo: , 
Easton, C. Arthur Rossberg, Baltimore, Allen F. Voshe'’, 
Baltimore. 
POSTGRADUATE EDUCATIONAL COMMITTEE: 
Edward S. Stafford, Chairman, Baltimore, John McC. Culle , 
Frederick, Robert E. Farber, Sparrows Point, George J. Krei:, 
Jr., Elkton, James T. Marsh, Westminster, Claude W. Mitc!:- 
ell, Silver Spring, Robert B. Sasscer, Upper Marlboro, E: 
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ward J. Simon, Havre de Grace, Elizabeth P. Trevett, An- 
napolis, Louis S. Welty, Easton, Walter L. Winkenwerder, 
Baltimore. 


COMMITTEE ON PUBLIC INSTRUCTION: 


Huntington Williams, Chairman, Baltimore, E. I. Baumgart- 
ner, Oakland, Page C. Jett, Prince Frederick, William D. No- 
ble, Easton, Robert H. Riley, Baltimore, Peter P. Rodman, 
Aberdeen, A. F. Whitsitt, Chestertown, Frank D. Worthing- 
ton, Frederick. 


COMMITTEE ON RURAL MEDICINE: 


Page C. Jett, Chairman, Prince Frederick, Morris Franklin 
Lirely, Thurmont, Arthur Talbot Brice, Jefferson, Thomas 
A. Christensen, College Park, P. E. Cox, Easton, Louis H. 
Douglass, Baltimore, John Fawsett, Boyds, J. Stanley Gra- 
bill, Mt. Airy, John H. Griffin, Hughesville, James W. Meade, 
Jr., Fishing Creek, Harold B. Plummer, Preston, Ernest S. 
Poole, Hagerstown, Perry F. Prather, Baltimore, Walter H. 
Shealy, Sharpsburg, H. J. Slusher, Frederick, Milford H. 
Sprecher, Elkton. 
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SCIENTIFIC SPEAKERS BUREAU: 


Beverley C. Compton, Chairman, Baltimore, Alan M. Ches- 
ney, Baltimore, I. Ridgeway Trimble, Baltimore, Theodore 
E. Woodward, Baltimore, H. Boyd Wylie (ex officio), Balti- 
more. 


COMMITTEE FOR THE STUDY OF PELVIC CANCER: 


Richard W. TeLinde, Chairman, Baltimore, J. Mason Hun- 
dley, Jr., Vice-Chairman, Baltimore, Beverley C. Compton, 
Secretary-Treasurer, Baltimore, C. Bernard Brack, Baltimore, 
Robert N. Cooley, Baltimore, Charles N. Davidson, Balti- 
more, Everett S. Diggs, Baltimore, Howard W. Jones, Jr., 
Baltimore, Theodore Kardash, Baltimore, Emil Novak, Balti- 
more, Mark V. Ziegler, Brookeville. 


TUBERCULOSIS COMMITTEE: 

Lawrence M. Serra, Chairman, Baltimore, Edmund G. 
Beacham, Baltimore, Otto C. Brantigan, Baltimore, Leon 
Hetherington, Baltimore, H. Vernon Langeluttig, Baltimore, 
Isadore Lyon, State Sanatorium, John E. Miller, Baltimore, 
Hugh G. Whitehead, Jr., Baltimore, Samuel Wolman, Balti- 
more. 


COURSE IN ELECTROCARDIOGRAPHY 


Under the auspices of the Baltimore City Medical Society, every Tuesday Evening at 8:00 p.m., in the 
Auditorium of the Nurses Home of the Union Memorial Hospital 


March 3, 1953 


The Normal Electrocardiogram.................... 


March 10, 1953 


"Bhe “Gtram: Pattewis’ o.oo sks oe ee eee 


March 17, 1953 


Myocardial Infarction... . 0. ......c i ccc ence eis 


March 24, 1953 


Myocardial Infarction... <<. 2.26.55 6. cw ones 


March 31, 1953 
Bundle Branch Block\ 
AV Block 


April 7, 1953 


The Auricular Arrhythmias........................ 


A pril 14, 1953 
The Ventricular Arrhythmias\ 
Effect of Drugs 

A pril 21, 1953 
Congenital Heart Disease | 


Wolf-White-Parkinson Syndrome}................. 


Some Complex Arrhythmias } 

A pril 28, 1953 
Rheumatic and Other Infectious Diseases 
Endocrine and Metabolic Disturbances 
Electrolyte Effects 


Preyer ate oT ns Samuel Whitehouse, M.D. 
0 iol Aiea William F. Renner, M.D. 
Pe seer Abraham Genecin, M.D. 


<icwena ceed Abraham Genecin, M.D. 
gue dawea wee Caroline B. Thomas, M.D. 
By RA oe by. oes William S. Love, M.D. 


Eon ikeescn nea Robert E. Mason, M.D. 


RAR re 2 Leonard C. Akman, M.D. 


Liteserewe Katherine H. Borkovich, M.D. 
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SYMPOSIUM ON EUTHANASIA’ 


INTRODUCTION 


JOHN S. STANLEY, ESQUIRE, Moderator* 


Ladies and Gentlemen, this is the Third Symposium 
to be conducted by the Medical-Legal Committee of the 
Medical and Chirurgical Faculty, the Bar Association of 
Baltimore City, and the Maryland State Bar Associa- 
tion. The subject is “Euthanasia.” 

I am advised that euthanasia is defined in its common 
concept as “the painless killing of those incurably ill and 
under great suffering.” 

The procedure will be as follows: There will be the 
presentation of the legal, the philosophical and historical, 
and the medical aspects of this subject, presented by a 
lawyer, a professor of philosophy, and a doctor. 

After that there will be a Panel discussion, a ques- 
tion-and-answer period. First there will be submitted to 
the members of this Panel certain questions which have 
been prepared by members of the Medical-Legal Com- 
mittee and of the Panel. Questions are invited from the 
floor. 


1 Arranged by the Joint Committee on Medicolegal Prob- 
lems of the Baltimore and Maryland Bar Associations and 
the Medical and Chirurgical Faculty, under the auspices of 
the Symposia Management Subcommittee. 

2 President, Maryland State Bar Association. 


It has been found from experience that it is necessary 
to request that these questions be reduced to writing. 
For that purpose there are pads of paper on the chairs. 
Written questions will be taken up by ushers at the con- 
clusion of the third address, that upon the subject of the 
medical aspects of euthanasia. 

If time is available after that, the meeting will be 
open to discussion from the floor. 

My remarks in introducing the speakers, at their re- 
quest, will be extremely short. There are two reasons for 
this: First, because these three gentlemen are very well 
known in their respective professions, so that any ex- 
tended remarks in presenting them would be entirely 
unnecessary. The second reason is that a maximum 
amount of time of the audience may be spent in listen- 
ing to the Panel and a minimum amount of time will be 
required to listen to the Moderator. 

The legal aspects of this subject will be presented by 
a lawyer, a younger lawyer of this City, who has recently 
resigned, after four years’ experience as an Assistant 
State’s Attorney of Baltimore City. 

It gives me great pleasure to present to you Mr. 
Charles E. Orth, Jr. 


LEGAL ASPECTS RELATING TO EUTHANASIA 


CHARLES E. ORTH, JR., ESQUIRE? 


I thank you, Mr. Stanley. 

Mr. Layman: I read in the papers a short time 
ago that a young child was suffering from a 
chronic kidney disease. Her mother, who was a 
medical doctor, stayed up night after night try- 
ing to relieve her child’s agony. Finally the 
mother broke under the strain and gave her 


3 Formerly Assistant State’s Attorney of Baltimore City. 


child an anesthetic, then poison and later, seeing 
that her child was dead, tried to commit suici:le 
with the same poison. Is that mother a criminal 
and liable to criminal prosecution? 

Mr. Lawyer: When you ask whether tie 
mother is a criminal you are dealing in a defin:- 
tion of terms. If you mean by “criminal” has 
she committed a crime, the answer is yes aid 
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she is liable to criminal prosecution. What she 
has done, in addition to the crime of attempted 
suicide, is to commit what is popularly known 
as a “mercy killing” or she has performed eu- 
thanasia, considering the term in its less tech- 
nical sense. Let us look at another example, em- 
bodying the extreme, perhaps, in legal questions. 
Suppose that Miss A’s brother is seriously ill. 
He has been in great pain for a long time and 
nedical science cannot entirely alleviate that 
yain. Miss A has obtained for him the best 
reatment possible and the diagnosis and prog- 
10sis of all the doctors are the same—Mr. A 
has an incurable disease and he will eventually 
die after great suffering. Mr. A begs his sister to 
<ill him or make it possible for him to kill him- 
self. Finally, in desperation, she agrees. Moti- 
vated only by the love for her brother and at 
his request, she places by his bedside an over- 


dose of a narcotic so he may take it. While she’ 


watches, he takes it and dies. Miss A has com- 
mitted the crime of murder in the first degree 
and upon conviction shall suffer death or con- 
finement for the period of her natural life (1). 

Mr. Layman: That’s difficult for me to under- 
stand. You certainly do not have a murderer in 
the accepted sense of the word. Miss A had 
only the best of intentions. She had no ill will 
or hatred for her brother. She was not motivated 
by personal gain nor did she act from jealousy 
or in passion. As a matter of fact, she did not 
even actually give him the drug; he took it him- 
self. Further he was going to die anyway and 
she made the drug available only to relieve his 
suffering. How can she be guilty of murder and 
especially murder in the first degree? 

Mr. Lawyer: Bear in mind that we are not 
concerned at this time whether or not her act 
should be legal or illegal but only whether or not 
it is legal or illegal. Therefore we cannot be con- 
cerned with the many other considerations sur- 
rounding her act—the religious, ethical, profes- 
sional, social, philosophical and moral factors, 
for example. Nor are we concerned, at this time, 
with the evidentiary questions that might arise 
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in such a situation. We are assuming that the 
facts as stated can be proved. On that premise, 
then, Miss A has committed murder in the first 
degree. Let me say this first. The law, and I 
refer particularly to the common law which is 
our heritage from England, is to be distinguished 


“ ,. for its all embracing and salutary solicitude for the 
sacredness of human life, and the personal safety of the 
human being. This protecting paternal care envelopes 
every individual like the air he breathes. ... The com- 
mon law stands as a general guardian holding its aegis 
to protect the life of all. Any theory which robs the law 
of this salutary power is not likely to meet with fa- 
vor.”” (2) 


But you asked, why murder in the first degree? 
Again we need a definition of terms. Miss A has 
committed a homicide, that is, the killing of a 
human being by another human being. If such 
a killing is done by an act designed to take 
human life, it is felonious homicide. Felonious 
homicide is divided into murder and manslaugh- 
ter. If the act is done with “malice afore- 
thought,” it is murder; if it is done without 
“malice aforethought,” it is manslaughter. 

Mr. Layman: Malice! Where was there any 
malice in what Miss A did? 

Mr. Lawyer: The legal and popular concep- 
tions of malice are entirely different. Legally 
“malice” includes not only anger, hatred or re- 
venge but every unlawful motive. It is not con- 
fined to ill will to any one or more particular 
persons but it is intended to denote an action 
done with a wrongful intention. As Mr. Wharton 
states in his work on Homicide, giving the com- 
mon law definition, malice is 


“When one with a sedate and deliberate mind and 
formed design doth kill another, which formed design 
is evidenced by external circumstances discovering the 
inward intention... An actual or deliberate intention 
to take the life of another or do him great bodily harm 
from which death might probably result constitutes ex- 
press malice... it...is inferred from circumstances at- 
tending the act of killing and is proved by circumstances 
evidencing a sedate purpose and formed design to kill 
another.” (3) 
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So malice is present when an actual intent is 
entertained to cause death and an act is done 
in furtherance of that criminal design. It is not 
necessary that express malice, in the sense of 
hatred and malevolence toward the deceased, 
be shown in order to support a verdict of murder 
in the first degree. Legally, therefore, malice 
denotes intent to take life without /ega/ justifica- 
tion or excuse. “‘Aforethought”’ denotes that “the 
state of mind imported by malice . . . preceded 
or coexisted with the act by which death was 
caused.”’ (4) By the legal definition, malice was 
present in what Miss A did. She entertained an 
actual intent to cause death and did an act in 
furtherance of that intent. She has committed 
not manslaughter but murder. 

Mr. Layman: But aren’t there several degrees 
of murder, not all punishable by death or life 
imprisonment? Why do you say that this is 
murder in the first degree? 

Mr. Lawyer: The legislature of Maryland has 
enacted a law which provides, 


“‘All murder which shall be perpetrated by means of 
poison, lying in wait, or by any kind of wilful, deliberate 
and premeditated killing shall be murder in the first 
degree.”’ (5) 


“Wilful” means that there must be a specific 
purpose and design to kill. “Deliberate” means 
there must be a full and conscious knowledge of 
the purpose to do so. ‘‘Premeditated” means that 
the design must precede the killing by an ap- 
preciable length of time, “time enough to de- 
liberate.” (6) Miss A placed the narcotic within 
the reach of her brother so he could take it and 
die, so her act was “wilful.” It was obviously 
“deliberate” and “premeditated” and we are not 
even concerned in our example with the niceties 
of what lapse of time is necessary for premedita- 
tion. So Miss A has not only committed murder 
but murder in the first degree, even exclusive of 
the consideration that the narcotic may be a 
poison within the meaning of the act of the 
legislature and therefore murder in the first de- 
gree, regardless of wilfulness, deliberation and 
premeditation. 


Mr. Layman: Well, I will assume that whai 
Miss A did meets the legal requirements o 
murder in the first degree, but there are cer 
tainly extenuating circumstances in her case 
Mr. A was incurably ill; his death was only : 
question of time. What Miss A did may hav: 
hastened his death but isn’t that entirely dii 
ferent from the case where a person by a feloniou : 
act kills an individual in good health with no 
reasonable expectation of dying in the immediate 
future? 

Mr. Lawyer: Of course, death is inevitable for 
every individual. Where can you draw the line? 
Should, for example, proof that the deceased 
would have died from other causes in ten days 
mitigate the criminal responsibility for the act 
causing death? Or should it be two weeks, or a 
month or six months? Or perhaps, five years? 
The law is clear. 


“Liability attaches if one inflicts an injury from which 
death would not have taken place when it did, though 
other causes may have intervened and contributed. One 
who causes bodily injury to another laboring under a 
disorder, disease or bodily infirmity, and thereby hastens 
or accelerates the death of that other, is deemed to have 
caused his death.” (7) 


Mr. Layman: We have more than that in 
your example. Mr. A requested that his sister 
kill him and consented to the act. What part 
does his consent to his death play in her re- 
sponsibility? 

Mr. Lawyer: 


“The life of a human being cannot lawfully be taken by 
himself or by another with his consent. A person who 
intentionally takes his own life or that of another at the 
latter’s desire or instance is guilty of murder... . It is 
no defense to a criminal charge that an individual direct] 
injured authorized, or contributed to, the infliction o/ 
the injury... that the injured person ratified or con- 
doned the act of the accused.” (8) 

“Tf the doing of a particular act is a crime regardless 0! 
the consent of anyone, consent is obviously no excuse 
It follows, therefore, that consent of the deceased is no 
defense, in a prosecution for homicide. The right to lif: 
and personal security is not only sacred in the estima- 
tion of the common law, but it is also inalienable.” (9) 
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In a case reviewed by the appeal court in Virginia 
in 1946, a wife threatened to kill her husband. 
He went upstairs, got a gun, brought it down, 
handed it to her, showed her how to load it and 
gave her some bullets. She loaded the gun, shot 
and killed him. The Court, affirming a convic- 
tion of murder, said, 


“Invitation and consent to the perpetration of a crime 
does not constitute defenses, adequate excuses or provo- 
eations.”’ (10) 


{n a case at the turn of the century in Tennessee, 
.man was convicted of murder in the first degree 
‘or the unlawful killing of a woman and sentenced 
to hang. The evidence showed that the defendant 
and the woman had agreed to die together, that 
the defendant was to kill her and then himself. 
He shot her pursuant to their agreement, and 
she said twice more, “Shoot me again” indicating 
the spot on her body where he was to shoot her, 
and he did, twice more. She died but he was not 
successful in killing himself. The evidence at the 
trial did not show inimical feelings nor motive 
except in pursuance of the compact for mutual 
self destruction. The Judge said, in upholding 
the verdict, 


“The fact that the woman consented and the crime was 
in execution of a joint agreement, would not remove 
the case from this grade (first degree) of felonious 
homicide, since the crime embraced all the elements of 
malice, deliberation and premeditation necessary to con- 
stitute murder in the first degree. ... Murder is no less 
murder because the homicide is committed at the desire 
of the victim. He who kills another upon his desire and 
command is, in the judgment of the law, as much a 
murderer as if he had done it merely of his own head. . . 
Mr. Wharton in his work on Homicide 3rd Edition, sec- 
tion 54 states the rule thus, “The law does not require 
that a homicide shall be committed against the will of 
the person killed. If a man kills another with his consent 
or by his desire he is as guilty as if he had killed him 
against his will...and the act of a woman swallowing 
poison in the presence and by the direction of a man 
renders his the act of administering it, constituting it 
murder in the first degree where death results.’ ”’ (11) 


Mr. Layman: But all that still does not take 
into consideration the motive from what Miss 
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A did. She was not motivated by revenge or ill 
will or financial gain or passion. Her act is alto- 
gether different than a killing during a holdup 
or because of a real or fancied wrong. She, in 
your example, acted only by what she thought 
were the best of motives. She did what she did 
to keep her brother from suffering further and 
for love of her brother. 

Mr. Lawyer: What you say is true. However, 
motive and intent are separate and distinct. It 
is necessary in every crime that a criminal intent 
be present, often inferred from the act com- 
mitted, but there is a material difference between 
intent and motive. 


“Criminal motive is the inducement, existing in the 
minds of persons, which causes them first to intend and 
afterwards to commit crime....In the abstract, it 
might be said that it is unnecessary.”’ (12) 

“Motive is immaterial in an involuntary homicide case. 
The motive of one charged with and being prosecuted 
for murder need not be established.”’ (13) 

“Wrongful motive is not essential to criminality. If one 
acts or omits to act under circumstances otherwise 
bringing his conduct within the definition of a crime he 
is not excused or justified because he was impelled by a 
good or innocent motive e.g. a sense of right, a religious 
conviction of duty, a desire to benefit others.” (14) 

“«.. where the strict legal rights of the people have 
been pressed, the courts have held that the fact that 
the killing was to relieve one of suffering, present or 
prospective, or from other humanitarian motives, neither 
excuses the killing nor mitigates the offense. The fact 
that the motive of the slayer is unselfish or according to 
moral standards, what may be termed ‘good’, is not 
ordinarily recognized as a defense.” (15) 


Mr. Layman: But Miss A’s brother himself 
took the drug that caused his death. She didn’t 


_ kill him, did she? He committed suicide. 


Mr. Lawyer: Remember that in the example 
the sister provided the drug and remained in 
the room while he took it. “One who persuades 
another to kill himself is guilty of murder.” (16) 
It therefore follows that the placing of the means 
of death within the control of the deceased falls 
within the rule. In 1920 in Michigan, it was held 
that a husband who at the request of his wife, 
who was incurably afflicted with and practically 














124 Symposium on Euthanasia 


helpless from ‘‘multiple sclerosis’”’ mixed poison 
and placed it within her reach so that she could 
commit suicide, which she did by drinking it, was 
guilty of murder by poison under a statute pro- 
viding that ‘‘all murder perpetrated by means of 
poison” was murder in the first degree. The 
Court said, 


“We are of the opinion that, when defendant mixed the 
Paris Green with water and placed it within the reach 
of his wife to enable her to put an end to her suffering 
by putting an end to her life, he was guilty of murder 
by means of poison within the meaning of the statute, 
even though she requested him to do so. By this act he 
deliberately placed within her reach the means of taking 
her own life, which she could have obtained in no other 
way by reason of her helpless condition.” (17) 


It is true that under the strict common law if 
Miss A had left the room and then her brother 
took the poison, she in all probability could have 
been held only as an accessory before the fact. 
Then since the principal, that is the brother, was 
dead and could not be convicted, she could not 
be convicted either, because the accessory before 
the fact cannot be convicted without the prior 
conviction of the principal. It could just as well 
be held, however, that she is also a principal. 
The point was not raised in the Michigan case. 
No matter how you personally feel about Miss A 
and whether or not she was morally right or 
justified, the law holds that she is guilty of 
murder in the first degree. 

Mr. Layman: It seems to me that you have 
been very technical in your approach to this 
subject. Do you really think that in a bona fide 
case of euthanasia or “mercy killing” as it is 
popularly called, there could be a criminal prose- 
cution and conviction? 

Mr. Lawyer: One of the authorities said, some 
years ago, 


“Publicists have considered somewhat the question 
whether life may not be taken, with the consent of its 
possessor, to relieve pain and suffering or other great 
calamity; but the courts have had to concern themselves 
very little with such considerations. In the practical 
operation of the law this question will rarely if ever 
arise. When the act which immediately produces death 


is meritorious in character, prosecuting officers will 
hardly make it a foundation for criminal prosecu- 
tion.” (18) 


I strongly disagree with this statement. In the 
first place prosecuting officers have made sucli 
acts the foundation of criminal prosecution, bot: 
before and after that statement. In the second 
place, the prosecuting officer is sworn to uphol:: 
the law and if the law has been violated it is hi. 
duty to place the facts before the proper au- 
thorities, for example the Grand Jury in this 
State. In the third place, the statement places 
the prosecuting officer in the position of a judge 
and jury which is entirely foreign to our concep- 
tion of the administration of justice. It is not up 
to the prosecuting officer to determine whether, 
when the law has been violated, the act was 
“meritorious in character.” That is a judicial 
function. In the fourth place those who advocate 
euthanasia are seriously concerned with its legal 
aspects, particularly with respect to criminal 
responsibility as shown by the fact that legisla- 
tion has been proposed both in the United States 
and England to make euthanasia legal. 

There have been a number of cases prosecuted. 
In 1823 in New York a man named Kirby 
drowned his two small children because he 
thought “it better for them to go into eternity 
than to stop in this world.” A criminal prosecu- 
tion was brought and the trial court charged the 
Jury that if they were satisfied the prisoner was 
in perfect possession of his mental faculties he 
was guilty of murder, although he had no express 
malice against the children; that is he intended 
to destroy himself (as he testified he did) and 
drowned the children to prevent their coming to 
want, the law implied malice from the illegality 
of the act; and that every wilful and intentional 
taking of the life of a human being, without a 
justifiable cause, is murder, if done with delibera- 
tion and not in the heat of passion. The jury 
returned a verdict of murder (19). 

In an English case in 1915 a soldier while 
home on leave to see his small child, who was 
very sick and not expected to live. learned thai 
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his wife had been neglecting the house and the 
child and bringing soldiers home at night. He 
killed the child by cutting its throat, because, as 
he stated, he “could not see it suffer any more 
than what it really had done. She (the mother) 
was not looking after the child, and it was lying 
there from morning to night, and no one to look 
after it, and I could not see it suffer any longer 
and have to go away and leave it.’”’ The higher 
court held that the judge correctly charged the 
jury that if it found the soldier intended to kill 
ihe child, the offense was murder, and that they 
were not at liberty to find a verdict of man- 
slaughter, though the soldier killed the child 
with the best and kindest motive. The verdict 
of murder was upheld (20). 

In a case tried in New Jersey in 1922, it was 
held that, 


‘“‘A man (unless not sufficiently sane to know the quality 
and nature of his act or that it was wrong) who kills his 
seven year old child to save it from anticipated future 
suffering and unhappiness is guilty of murder in the first 
degree if the killing be wilful, premeditated and delib- 
erate, although actuated only by motives of pure, even 
if mistaken, love and kindness.” 


In its opinion the Court said, 


“Proof of motive is not an essential element in the con- 
viction of murder in the first degree if the proved facts 
established that the defendant in fact did the killing 
wilfully, that is, with the intent to kill and as a result 
of premeditation and deliberation, thereby implying pre- 
consideration and determination, there is murder in the 
first degree, no matter what the defendant’s motives 
may have been and although he in fact had no motive 
(using the word in its usual sense of self-serving reason) 
whatsoever. Suppose, for instance that this defendant, 
out of work as he was and unable to support with the 


cost of necessities of life and three children, with whom ~ 


he was not living at the time, had conceived the thought 
that the burdens, the suffering and disappointments of 
life overbalance its benefits, its happiness and its suc- 
cesses and that he could be doing a kindness to his little 
boy by destroying the latter’s life and thereby saving 
him from future suffering and unhappiness, and that 
having given this idea careful and thorough considera- 
tion, defendant finally arrived at the determination to 
kill the child and thereupon with that intent he did kill 
him in the manner proved and admitted in this case, the 


defendant was just as much guilty of murder in the first 
degree as if his purpose was... to destroy his wife and 
children so that their support would not be a burden on 
him. This is so because the state has a deep interest and 
concern in the preservation of life of each of its citizens 
and (except in the case of self defense) does not either 
commit or permit to any individual no matter how 
kindly the motive, either the right or the privilege of 
destroying such a life, except in punishment for crime 
and in the manner prescribed by law. So strong is this 
concern of the State that it does not even permit a man 
to take his own life, but punishes him for an attempt to 
do so. Obviously if he may not lawfully take his own 
life even for the best of reasons as they appear to him, 
there is infinitely more reason why he should not, for 
like reasons, be permitted to take the life of another.” 


The verdict of the jury was murder in the first 
degree with no recommendation of life imprison- 
ment. The verdict was affirmed on appeal (21). 

In the Chicago Sunday Tribune of December 
2, 1934 a case was reported that was tried in 
England. A sixty-two year old mother, after 
thirty years nursing her imbecile son, learned 
that she faced an operation that might take her 
life, leaving no one to care for the son. She gave 
him one hundred sleeping pills and turned on 
the gas. It was testified that she feared her son, 
left alone, would suffer what a physician called 
a “veritable living death.” Her counsel is re- 
ported to have pleaded that she showed no hate, 
only undying devotion, and asked the jury “to 
arrest the law a little, do a little wrong in order 
to do the greater good.” The jury returned a 
verdit of guilty with a recommendation of 
mercy. When the defendant was asked if she 
wished to address the Court she said that she 
did it in mercy. The Judge, in passing sentence 
said, 


“We have to take the law as it is, always remembering 
that in other, higher hands, mercy may be extended. No 
person in this country has the right to take the life of 
another human being because she or he thinks it would 
be better for him to die.” 


She was sentenced to be hanged. 

There was the case of the doctor in one of the 
New England States who was prosecuted in the 
early part of 1950 for what the newspapers 
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termed a “mercy killing” of one of his patients. 
He was found not guilty, and as the case was 
not reported and no appeal taken, I am unable 
to ascertain whether the issue before the jury 
was a clear cut one of euthanasia or whether 
other factors such as the actual cause of death 
played a decisive part in the verdict. The fact 
remains, however, that he was prosecuted for 
murder in the first degree. 

In the Washington Times Herald of March 14, 
1952 there was a dispatch concerning a case tried 
in Eindhoven, The Netherlands. A doctor put 
his pain-racked tubercular brother out of his 
misery two years before the trial. He testified 
that he was convinced that the drugs being 
given to his brother by the sanitarium were in- 
adequate to deaden the pain and he gave him 
pills of codeine and then injected sixty milli- 
grams of morphine. The brother relaxed, fell into 
a deep sleep and died within an hour. The doctor 
went to the police and told them what happened. 
He said the brother pleaded with him to end his 
torture. He said, ‘‘I did not take his life—his 
existence no longer deserved the name of life. 
I only shortened his suffering. I could not refuse 
his last wish.”” He was tried and received a one- 
year suspended sentence. The article noted that 
“his trial and sentence had not altered his status 
as a doctor and his practice. He is popular among 
his medical colleagues, though few of them agree 
with his views on mercy.” It stated that his 
practice increased 30% since his confession in 
1950. 

Mr. Layman: You mentioned that there has 
been legislation proposed to legalize euthanasia. 
What form has this legislation taken? 

Mr. Lawyer: The Euthanasia Society of Amer- 
ica made public the provisions of a bill in 1939 
to be presented in New York for the legalizing 
of mercy killing. There were apparently a pro- 
cedure established and a competent board to 
certify incurables. There is no legislative record 
to show that this bill was ever introduced (22). 
The American proposals would give the physi- 
cians the legal privilege of putting painlessly out 


of their sufferings not only those in articulo 
mortis but also the hopelessly insane and feeble- 
minded, the incurably ill and defective infants. 
There would be professional and legal safeguards 
against abuse. The consent of the patient woul] 
be obtained when the patient is an adult ani 
rational (23). 

In England a bill has been proposed for the 
legalization of euthanasia. This bill is more lim- 
ited in its scope than the usual American pro- 
posals. An application must be made by the 
person who desires to receive euthanasia. This 
application states that the applicant has been 
informed that he is suffering from a fatal and 
incurable illness and that his death is likely to 
be protracted and painful. He states that he 
desires to be killed, that his affairs are in order, 
that his relatives have been informed and that 
he knows of no reason why he should not be 
granted a permit to be killed. The application 
must be supported by two medical certificates 
and attested before a designated official. It is 
sent to an official termed the euthanasia referee, 
who examines the papers, and interviews the ap- 
plicant, his’relatives and friends and the doctors. 
If satisfied, the euthanasia referee certifies that 
the case is a proper one to be granted a permit. 
The application and certificates are sent to a 
court of summary jurisdiction sitting in camera. 
The referee is present and the relatives may at- 
tend. The court considers the matter and if 
satisfied issues two permits—one to the applicant 
to receive euthanasia and the other to a doctor, 
who has been licensed for the purpose, to ad- 
minister euthanasia. The permit is valid for a 
specified time and then lapses but can be re- 
newed. If the applicant decides to act on the 
permit he sends for the doctor and arranges 
dates and details. Regulations for administering 
euthanasia are made by the Minister of Healt). 
There must be witnesses specially designated 
when the act of euthanasia is performed. The 
suggested act provides that insurance compani«s 
would be allowed to deduct a small discount 
when death is anticipated by euthanasia and 
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also grants legal protection to the doctor ad- 
ministering euthanasia and those in any way 
assisting (24). 

Such a bill was introduced in the House of 
Lords in 1936 by Britain’s Euthanasia Legaliza- 
tion Society and after a day’s debate was post- 
poned by a 35-14 vote. It had not been revived 
in 1938 (25). 

It seems clear, Mr. Layman, that the person 
who administers euthanasia or, more popularly, 
performs an act of mercy killing under the pres- 
cnt status of the law, has committed the crime 
cf murder in the first degree, be he doctor, rela- 
tive or friend. These attempts to legalize such 
én act support this view. 

Mr. Layman: Assuming that you are correct, 
let us approach the question in an even more 
practical manner. Do you feel that a person 
performing euthanasia, in the purest sense of the 
word, would be convicted if prosecuted? 

Mr. Lawyer: Of course it is impossible to 
ascertain what a court or jury will do in any 
particular case. You do have a past history of 
convictions and some recent acquittals. In Mary- 
land the jury in a criminal case is the judge not 
only of the facts as in a civil case, but also of 
the law. That is, it is in their province to deter- 
mine what they consider the law in a given case. 
The Court of Appeals has said, however, 


“When sworn upon the panel it becomes their duty to 
decide the case according to the established rules of law 
of the State and not according to any capricious rules of 
their own; and it must be presumed that they are always 
desirous of performing their duty and making their 
verdicts conform to law.”’ (26) 


However they have the power to determine 
what the criminal law is and apply it to the 
evidence produced before them in the trial of 
the case. Such instructions as to the law that 
the judge may give them are purely advisory 
and they are so informed by the judge. A jury 
in a criminal case in Maryland in effect changed 
the law as to legal insanity and responsibility 
for crime very recently. But their decision is 


only with respect to that case and is not binding 
on future cases embodying the same issues. An- 
other jury may well follow the established law. 
Also, there is to all practical purposes, no appeal 
by the State in a criminal case and on a verdict 
of not guilty or on the absence of appeal by the 
defendant, there can be no higher determination 
of the issues. But for a person who may believe 
that euthanasia is morally and ethically right 
to commit such an act with the hope that a jury 
will, as the English lawyer requested, “‘arrest 
the law a little, do a little wrong in order to do 
a greater good”’ and thereby win an acquittal is 
patently absurd. It is, aside from its legal as- 
pects, a most controversial subject. 

The fact remains that euthanasia, at the pres- 
ent time, is a crime; those performing it are 
liable to prosecution for murder in the first de- 
gree and of the cases that have been prosecuted 
there have been verdicts of guilty. 
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Mr. STANLEY: Thank you very much, Mr. Orth. 

The second subject, “The Sanctity of Life,” will le 
presented by Professor Boas, of the Department of 
Philosophy of The Johns Hopkins University. 

Dr. George Boas. 


THE SANCTITY OF LIFE 


GEORGE BOAS, Pu.D., LL.D‘ 


Mr. Chairman, Ladies and Gentlemen, the-~- 


reason why I am talking about the Sanctity of 
Life, and the history of that concept, is clearly 
because the law as it stands and as it is presented 
by Mr. Orth forbids euthanasia, as it forbids 
murder, on the ground that life is sacred. 

Now, in primitive societies, as you all know, 
life is far from being sacred. In fact, one of the 
things that the gods enjoy is the sacrificing of 
babies and the sacrificing of maidens. And human 
sacrifice is one of those things practiced on a 
grand scale by many primitive tribes. 

There are in fact cases even in Greek literature, 
in the case of Iphigenia, and in the Bible, in the 
Old Testament, in the case of Isaac, of human 
sacrifice, which show that in those times at any 
rate our present conception, that is, the law as 
it is in its present conception of the sanctity of 
life, was not entertained by all people. And if 
you go to Greek times you find that the 
Greek law permitted the exposure of infants, 
not merely infants who were defective mentally, 
or who were crippled, or who were monsters, but 
any infant you did not want to have around, 
and it was perfectly well thought of to expose 
children who were superfluous, or of the wrong 
sex, or for some other reason. And not only did 
you have power over infants, that is, the father 
had power over infants, but you had the power 
of life and death over your slaves, whose lives 
were far from being sacred—nobody thought 
that a slave’s life was as valuable as the life of 


¢ Professor of the History of Philosophy, The Johns Hop- 
kins University. 


a free man—and when you turn to the Romans, 
you will find that they continued many of the 
Greek traditions. You will find that there the 
same rights which Greek fathers had over their 
children were enjoyed by the Roman fathers, 
and in fact to a greater degree. The Roman 
father could condemn and execute even his adult 
children. He never did give up that right through 
the Republic. Those were the inherent rights of 
any adult male who was the father of a child in 
Rome. Furthermore, of course, Rome and Greece 
behaved towards some people exactly as we do 
today, and whatever may have been the ideas 
about the sanctity of life in the case of felons 
or your enemies, or other people for whom you 
had but the slightest esteem, you put them out 
of their misery as quickly as possible. 

Now, this situation was modified, of course, 
by the Stoics in Rome. And there is no question 
about it that Stoicism, which preceded the intro- 
duction of Christianity into the Western World, 
was one of the great influences towards hu- 
manitarian ideas. 

The Stoics were those people who first of a'l 
reduced national boundaries to insignificance, 
maintaining that the distinction between Greek 
and Barbarian, between Roman and non-Roman, 
were insignificant distinctions, and furthermore, 
as many of you know, they reduced the distinc- 
tions between freeman and slave to insignificance. 
But the Stoics unfortunately were simple philoso- 
phers, and their influence over groups of peop'e 
was just about the same influence that any of us 
who write books would have. 
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There was, however, one group of philosophers 
in Greece who evidently had the most extra- 
ordinary influence in the matter of the sanctity 
of life, and that was a group of people, of whom 
we know very little, called Pythagoreans. In 
their philosophy, they taught reincarnation ; that 
after your life on this earth you passed into 
another existence, either in the form of a su- 
perior being, or, of course, as would be the case 
with most of us, in the form of an inferior being, 
but inferior or superior, your reincarnation de- 
vended upon your virtues in this life. And, 
clearly, therefore, the number of animals in- 
habited by previous human souls was always on 
the increase. 

Now, the Pythagorean philosophers actually 
did maintain that life in itself was sacred. They 
had a conception of life as something distinct, as 
you can see, from the body, a very, very curious 
idea, very much like the original conception of 
the soul as some sort of gaseous substance within 
the body. 

When you read Pythagorean treatises dealing 
with this subject, you find that they seem to 
think of life as some sort of fluid which was 
contained within the body, and that is why in 
the Hippocratic oath, which, as you know, of 
course, is still taken I suppose by physicians 
even to this day, but how seriously they take it 
[ cannot imagine, in view of some of the things 
said in it—in the Hippocratic oath, it says, 
“T will neither give a deadly drug to anyone if 
asked for it, nor will I make a suggestion of 
this fact.”” And that takes care of Miss A, Mr. 
Orth. Miss A, not being a physician, therefore 
did not take the Hippocratic oath. 

And then it goes on to say that he will not 
give an abortive remedy, and it says, ‘With 
purity and with holiness I will pass my life and 
practice my art.” I say that this is a very extra- 
ordinary oath, especially when you realize that 
medical students, at least in my youth, were 
required to take it, and it goes on to say, “I 


will not use the knife, not even on sufferers from 
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stone, but will leave it with such men as are 
engaged in this work.”’ 

Whether that is a simple distinction between 
the physician and the surgeon, I am not enough 
of an historian to say. 

Our present conceptions of the sanctity of life 
are derivative from Pythagoras and his school. 
And that is as far as the doctors are concerned. 
But in general, as far as the rest of us are con- 
cerned, it derives from the Hebrew-Christian 
tradition as handed down in the Old and the 
New Testaments, the writings of the fathers, 
and the works of the philosophers of the Middle 
Ages. 

This is supposedly based, according to the 
documents which I have seen against euthanasia, 
on the Sixth or the Fifth Commandment, de- 
pending on how you number them, namely, 
“Thou shalt not kill.” 

Now, let me say in a footnote that the last 
time I referred to this Commandment, it was 
pointed out to me that that is not the correct 
translation of the Hebrew. I have not the slight- 
est idea whether it is or not. What I was told 
was that strictly speaking, one should translate 
“Thou shalt not murder,” which, of course, is 
not the Commandment as any of us learned it, 
at any rate in English. Whatever the Command- 
ment actually means, most of us take it to mean 
that you are not supposed to kill. And we know 
what killing is. And, in fact, many of the tragic 
dilemmas which conscientious objectors in time 
of war find themselves in, is due to that interpre- 
tation of the Commandment. 

In spite of this fact, and in spite of the com- 


_pulsion or provision of this Commandment, it 


does not say thou shalt not kill except in certain 
cases—in spite of that, in Deuteronomy, you 
are told that certain people are to be killed, 
namely, witches. ““Thou shalt not suffer witches 
to live, but they are to be stoned to death.” 
And that was a commandment not only taken 
from Deuteronomy, but you will see that it was 
put into practice, as you know, not merely in 
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the Middle Ages, but actually in the Massa- 
chusetts Bay Colony, in Salem. Think of the 
thousands of women who were not only killed 
as witches, but who probably were convinced 
that they were witches, and who gave the most 
detailed descriptions of the Witches Sabbath, 
and how they took off on a broomstick on Satur- 
day night. The thing is perfectly fantastic. 

The Bible is authority in the first place for 
the statement that we are not supposed to kill 
or murder, whatever the proper translation is, 
and in the second place that certain people are 
to be killed, namely, witches. Furthermore, my 
recollection of the Old Testament is that a great 
many people actually were killed throughout the 
narrative or historic portion of the Old Testa- 
ment. The Jews and the Philistines were con- 
stantly at war, and the Old Testament is a 
steady record of one kind of warfare or another 
kind of warfare. And I find that it was agreed 
to by a great number of people, and they per- 
mitted the amount of slaughter that actually 
went on, as recorded in those times. 

None of those people after all paid the slight- 
est attention to the Sixth Commandment, as 
far as I know. But not only that, when you come 
down to Christian times, none of us have for- 
gotten the Institution of the Inquisition, in which 
heretics were not only ordered to be killed, but 
were killed. 

Now, a heretic presumably is a human being, 
and consequently has life, but, nevertheless, a 
heretic is supposed not to have a sacred kind of 
life, so that you have to admit that in both 
Hebrew times and Christian times, that is, 
through the Middle Ages, in spite of the fact 
that the theory was that life was sacred, the 
practice was that it was not sacred except under 
certain conditions. 

You will find exactly the same thing to be 
true in Anglo-Saxon times in England. Accord- 
ing to the common law, as Mr. Orth, I think, 
would point out, there were degrees of sanctity, 
degrees of sanctity which no longer, of course, 
would obtain, but which were clearly indicated 


in the law of the times, in the amount of money 
a person would have to pay if he actually killed 
somebody, the Wergeld, or the amount of money 
you paid the family of the person you killed. 
And if you killed a slave, you paid less than the 
amount that you paid if you killed a lord. And 
there is the difference of degree in the value of 
the life that you took. 

When we come to our own times, we know 
that in spite of this talk about the sanctity of 
life, our practice, nevertheless, is that many lives 
are not sacred at all. 

As Mr. Orth has said, certain felons are to be 
killed. And in fact the irony of the situation in 
the case of Miss A and this woman in England, 
sixty years old, who had for thirty years taken 
care of her imbecile brother, and then gave him 
the preparation which put him out of his mis- 
ery—the irony of it is this, that life is sacred 
and she must not take it, but, nevertheless, the 
state takes her life. 

It is a very curious situation, you must admit, 
and I have no doubt that a lawyer could explain 
it to the satisfaction of you people, but I must 
admit that a philoscpher thinks it is very hard 
to explain. 

There is no need of my listing the number of 
crimes which are punishable by capital punish- 
ment. Treason is supposed to be. But we have 
never so far as I know executed anyone for 
treason. Desertion in the face of the enemy is a 
capital offense, according to the law of courts 
martial. When you kill somebody in self-defense, 
the person whom you have killed does not have 
a sacred life. Of course, in the case that Mr. 
Orth mentioned of the degrees of homicide, after 
all, the result of your act is precisely the same 
if you are dealing with a case of manslaughter 
as it is if you are dealing with a case of murder 
in the first degree. In other words, the man is 
dead. Whether you run over him with an auto 
mobile or whether you actually stick a knife into 
his heart or shoot him, poison him or anythin: 
else, as far as he is concerned the results are 
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precisely the same, and his life is no less sacred 
because you did not intend to take it. 

So that there seems to be in all of these 
countries which I have mentioned, and in all 
of these cultures and civilizations, a sharp dis- 
tinction between the kind of life which is ap- 
proved and the kind of life which is not ap- 
proved, and those lives which are approved, or 
the kind of life which is approved, are sacred 
and you are not allowed to take them, even if 
the life is your own, but the kind of life which 
is not approved you are allowed to take, and in 
fact at times you are ordered to take it, namely, 
in the case of warfare. 

In a situation of this sort, as you look at 
it from the aloofness of a professor of philoso- 
phy who has nothing but the kindest regards 
for the rest of the human race—I suppose when 
you approach a certain age and you think of 
yourself as a possible subject of euthanasia, you 
get more philosophical and more kind—in any 
event, to come back to my point, you will ob- 
serve that in all of these cases the state acts as 
a punitive agent, not as a preventive agent. It 
does not act as a preventive agent in any sense 
of the word. The courts may say that they re- 
gard life so highly that they do not even allow 
a man to commit suicide, as the Romans and 
Greeks did, but on the other hand, they do not 
do anything to improve the quality of life or to 
make life any more valuable for the people who 
are actually living it. 

Now, the form ot the punitive aspects of the 
state’s attitude towards life is a very simple 
thing to understand. It comes under the police 
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power. The state is supposed to protect our lives 
in the sense of punishing people who take them, 
just as it is supposed to protect our property, in 
the sense of punishing people who steal it. But 
heaven forbid that the state should do anything 
to improve the quality of our life. If it did, you 
can imagine the editorials that would be written 
about the Welfare State. 

Of course, strictly speaking, if you were really 
against the Welfare State, as I gather some of 
the best people are, there should not be any 
hospitals for the public, and there should not be 
any public schools, and God forbid, there should 
not be any sewerage system, for all of those 
things come under the head of common welfare. 

Well, the conclusion of all of this is clearly 
that in spite of everything that people have said 
about the sanctity of life, nobody has really 
taken it seriously, nobody, as far as organized 
society is concerned, has really applied this in 
any general way at all. And when I say nobody, 
I mean not only the state, but also the churches. 
The Church itself has not taken this seriously. 
When it turned over to the secular arm the 
punishing of heretics, clearly it did not think 
that those heretics had a sacred life. Far from it. 

The conclusion, therefore, is that the state is 
very selfish about it, that it wants to take life, 
and it will give certain people the right to take 
it, but it won’t permit individuals to take life. 
And that is really what it comes down to. 


Mr. STANLEY: Thank you, Dr. Boas. 

The medical aspects relating to this subject will be 
presented by Dr. Louis Krause, Professor of Clinical 
Medicine at the University of Maryland. Dr. Krause. 


MEDICAL ASPECTS RELATING TO EUTHANASIA 


LOUIS KRAUSE, M.D.° 


Thank you very much, Mr. Stanley. 
“Thou Shalt Not Kill.”’ Did you ever stop to 
think, those of you who are familiar with the 
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earlier Judeo-Christian ethics, who it was who 
said that? That was first said by a man who 
killed someone. It is curious, isn’t it? I wonder 
what mental processes went through his mind 
after he killed an Egyptian, was detected, then 
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fled the just trial that he deserved, went into 
Sinai, remained there until the Prosecuting At- 
torney or the Pharoah, died, and then returned. 
That man was Moses. 

He not only did that, but he threatened even 
another Egyptian before he went away into Sinai. 
And I have traveled that road twice and have 
gone up to that mountain of the Decalogue, 
where he received the Ten Commandments. And 
I have wondered many times what the source 
of that was, and what did Moses learn from 
that great priest, Jethro in Sinai, who probably 
belonged to the Minean culture, of which we 
know so little. And Moses himself, who enunci- 
ated this in our so-called Ten Commandments, 
was far from being an obedient servant of God 
in many ways. He questioned Him. He had no 
complete confidence himself of the times. He 
wanted reassurances over and over again. And 
he became so indignant at one time that he said 
to God, “Take my name from out of your Book.” 
And it is from him that we get our Command- 
ments. 

Do we hold it sacred? Maybe society does not, 
but I want to present this to you, that in spite 
of the fact that there are differences of opinion 
with people on this, that we in medicine, I think, 
by far surpass every other group in considering 
life sacred. 

It is interesting that it was not always sacred 
in ancient days, as you have heard from Dr. 
Boas. The life of a slave was never as sacred 
as the life of a freeman. Look in your Old Testa- 
ment. Bodily injuries were worth much less in 
slaves than in freemen. One often hears the 
argument by the so-called Orthodox believers 
that to interfere with life, particularly in short- 
ening it, is contrary to the will of God. 

Let us look at that more carefully. Every day 
in medicine someone comes to a doctor with a 
disease that is reversible, or that can be stopped 
in its tracks. 

I recall one person who was very insistent that 
we had no right to interfere with the will of God. 
Of course, that is true. Who denies it? But do 


we put that into practice? A patient comes to us 
today with pneumonia, and we know that 94 
per cent of pneumonia cases can be cured. When 
that patient comes to me, or to any doctor for 
treatment, and he receives some medicine that 
cures him, am I interfering with the will of God? 
How do I know that it was not the intention of 
God that this patient should die of pneumonia? 
Did I interfere with that process? That is just 
as much interfering as taking a positive action. 
But we don’t hesitate to give that patient the 
appropriate specific drug and stop the disease. 
So I think the Orthodox from their Scriptures 
cannot offer any argument one way or the other 
on that score. 

There are five suicides mentioned in the Old 
Testament. Samson pulled down the pillars of 
the Temple in which he killed the Philistines and 
himself. He was accorded a proper burial, and 
no criticisms made. 

Saul asked his armor-bearer to run him 
through with a sword. His armor-bearer was 
afraid and refused to do it. Saul then killed 
himself. And his armor-bearer, in turn, killed 
himself. 

Ahithophel, after a battle, seeing that the 
people did not follow his orders, went to his 
home, or the palace, and set it afire and de- 
stroyed himself. 

Zimri, seeing the loss of his folks, went back 
to his house and hanged himself. 

Five cases of suicide. The Bible is silent on 
suicide, which to me is murder, as is the inter- 
pretation that Mr. Orth gave. 

We try to understand the processes that may 
lead to suicide. We can treat those patients and 
bring them out of a depression, that until re- 
cently we could not do. 

The one questionable case in the New Testa- 
ment we have to suspend our judgment on, is 
Judas. We have one statement that he hanged 
himself, and another that he fell down and struck 
the rocks and was in a pool of blood, and his 
bowels gushed forth. So we don’t know. We 
cannot pass judgment on that. But the tota: 
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Scriptures, the basis of our Judean Christianity, 
are without comment on that kind of matter. 
And then, from the traditional point of view, 
we have a long story on it in the Catholic 
Church, or the Christian Church, and before 
the days of the Reformation. We have many of 
those in that group that had varying ideas of 
physiology, of course. In those early days, they 
asked when was the soul introduced into the 
body of the unborn child. It was only when the 
soul was pictured as being in the body that to 
do something then to the unborn child was 
murder. Before, it was not. 

But don’t you see that physiology, and science, 
and such things are way ahead of the conserv- 
atism of religion? The great English scholar, 
Sir Thomas More, in his Utopia, clearly supports 
the thesis that in an incurable and painful condi- 
tion, the patient is justified in asking an escape. 

I have pursued this story of the Biblical side 
of the picture not only particularly on that angle, 
but on other ones, in the East, in the Biblical 
lands, and particularly in Palestine and in Egypt. 
I am very convinced that the average member 
of any of the institutions professing the Judeo- 
Christian ethics gives a great deal of lip service, 
but knows very little about what is contained 
in the Scriptures as the foundations ot their 
beliefs and traditions. 

Critical faculty is not yet fully developed. 
There has been loosening of reliance on inherited 
wisdom and tradition, whether in the shape of 
the Church or in folklore. From the medical 
point of view and from my interpretations of 
the Scriptures, I am unhesitatingly a very posi- 
tive champion for the view that life should be 
preserved to its ultimate, regardless of the con- 
ditions at hand. 

Let me go a little further. The mere degree of 
illness, however extreme, should never be mis- 
taken for the signs of impending death. The 
inevitability of death in any disease is never 
more than an estimate passed upon an opinion 
and experience. How fallacious experience in med- 
icine may be, only those who have had a great 
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deal of experience in it fully recognize. And I 
fail to see how anyone excepting doctors can 
really honestly give an opinion, and then they 
are very willing to admit that they have been 
wrong so many times that they hesitate to state 
in any positive way the outcome of any case. 
I have been wrong many times in prognosis, 
being unable to evaluate the patient’s will to 
live. 

Medicine is eternally dedicated to curing the 
disease, and failing this, to alleviate it. 

And maybe we should go into it a little more, 
the definition of the term “euthanasia.” This is 
an old term. It comes from the Greek ‘‘euthase,”’ 
meaning well, and ‘“‘thanatos,”’ meaning death— 
well, it was used by Cicero. And it has been 
used many times since. Never in the sense that 
you took a person’s life, but you permitted him 
to die comfortably. 

And I want to stress that a little bit. Many 
diseases today are reversible that a few years 
ago were hopeless. Pain and disease are a chal- 
lenge to the medical profession, and I am sure 
they will always remain so. Because of that re- 
fusal to admit disease is hopeless, progress has 
been made in curing many. When a patient ap- 
pears to be hopeless and when the prognosis 
likewise to the doctor seems dark, frequently the 
patient that has the indomitable will to live will 
finally survive in spite of predictions. There 
should always be a distinction made between 
prolonging life and prolonging the act of dying. 
Making imminent inevitable death easy is one 
thing. This, of course, is many times difficult, 
but there are occasions in which there is no 
room for doubt in our present knowledge that 
death is imminent. Let us assume an individual 
with a brain grossly macerated in an accident, 
large substances of it lost, and yet his heart 
pumping regularly and his respirations still pres- 
ent. We have no hope of replacing good brain 
tissue within that skull. Suppose you were in 
that position, what would you do? That is what 
concerns the doctor. 

Another thing which I saw just three or four 
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nights ago—a man with a hopeless malignant 
disease of his esophagus. He had already lost 
one hundred and some pounds. He had been 
unable to swallow for days and days and days. 
And there was done all that a surgeon could do. 
He had all the treatments that could be given, 
sedatives, etc. At two A.M., a call comes while 
our lawyer friends are in bed, while our clergy 
are in bed, snug, warm—this man has a severe 
hemorrhage, which is frequently the mode of 
exit—he has not much to lose—what would you 
do at two A.M.? Well, the family answered it. 
But what would you think of it? What would 
you do in that position? The man never asked 
for any exit from this life. With all the drugs 
that we doctors prescribe, potent ones within his 
reach in the sick room, I have yet to have a 
seriously ill patient take an overdose of it. And 
it is available to him. I question the frequency 
of such incidents. 

What would you do in this incident, in an 
individual youngster, who is severely burned, 
so that he has lost all but one third of the skin 
on his body. We cannot replace skin on that 
patient from someone else. We can keep him 
alive by repeated transfusions of plasma, or anti- 
hiotics, and so on, but the day is going to come 
when your transfusions will run out, and where 
will you get your donors? We have no hope of 
giving him skin to cover up that part of his 
denuded body. Death is going to come. You have: 
to make a decision. What would you do? 

And I am sure that ‘no one holds the absurd 
view that God wishes his creatures to suffer 
pain, and likewise we certainly have no justifica- 
tion of assuming that pain is an atonement for 
sin, nor that diseases are a result of sin. You 
know how much that has retarded scientific 
medicine throughout the centuries, the concept 
that disease is due to sin. The corollary to that 
concept is as follows, that to get rid of the sin 
you have to appease an angry God, or you call 
in the priest, the representative of that God. 
You do not look for the pathology, for the 


poison, for the drug, the ulcer in the stomach, 
or the stone in the bladder. 

It was the Church, or religion, I should say, 
that violently opposed relieving the pain of child- 
birth when relief was available, because they 
took literally and seriously the injunction that 
woman must bring her child to this world in 
pain. We don’t believe that any more. We don’t 
practice that. It was thought that to suffer wa: 
God’s purpose. But there again physiology, or 
let me say medical practice and science, were 
ahead of the dogma and the doctrines of that 
day. That is not taught in any medical schooi 
today. 

And I am well aware of the psychological 
effect that pain may have in fortifying character 
in many instances. I have never known of a 
single physician who in any way has given enough 
sedative to purposely produce an easy death. 
And I know a lot of doctors. To the contrary, 
many times, and in my own experience, I have 
given an elderly sufferer of continuous pain, being 
aware that morphine may be a depressant to 
that old patient’s breathing, I have given him 
frequently too small an amount to relieve his 
pain, because I was afraid of interfering with 
life. 

At this time I think the medical profession 
looks upon pain and disease strictly as a chal- 
lenge. I am confident enough to believe even 
that the inevitability of old age today at some- 
time in the future will give way to methods 
that will prolong life and even delay the aging 
process. Threescore and ten is the Biblical tra- 
dition and one hundred and ten is the ancient 
Egyptian tradition. And so it depends on what 
you follow. 

There is no justification for society to look 
upon the doctor as the one who should quiet}; 
remove the patient from this life. One must 
distinguish between the agony of the patient 
and the agony of his friends and relatives. 


Only too frequently do I hear from patients. 


as I heard today from a very orthodox Christiai: 
individual, that once the individual died, they 
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thought it was a blessing. And I hear that over 
and over again. You offer them the hypodermic 
to put them out of their misery, and they hesi- 
tate. And why should you ask the doctor to do 
it? The doctor does not do it, and has never 
done it, as far as I know, and I don’t know of 
any one who will volunteer to do it. 

Regardless of how distressed the patient may 
be from physical pain, I have personally never 
had the experience of a patient asking to be re- 
lieved from life. And, as I said, they had the 
drugs often within their reach almost constantly. 

I have seen elderly patients, not in any physi- 
cal distress, but because they have lost every 
living bond with the living welcome something 
that would carry them to their eternal home. 

And let me strongly support Dr. Boas in what 
he said, that the state does nothing for the living 
here. Our old-age problem is crying and is 
begging at our doors. What are you doing about 
it? The state has done nothing yet that could 
be positive action. 

Public opinion may in the future consent to 
the destruction of life on compassionate grounds 
for the monster that is born, and the congenital 
idiot. But that is society’s problem and not the 
doctor’s. And at this time I can say with one 
hundred per cent assurance that no doctor has 
done such a thing or is in favor of it. The medical 
profession is unalterably opposed to those prac- 
tices today. The Court addresses itself to the 
end of the process. We are concerned with meth- 
ods and thoughts. We try to understand people’s 
sins and not to condemn them, not to criticize 
them or pass judgment. 


And if ever such a thing were passed by so- 


ciety, I see no reason why the doctor should be 
the executioner in that instance. 

When the judge passes the death sentence 
upon a prisoner, does he forthwith proceed to 
execute that prisoner? 

The doctor’s field of activity is always in pro- 
longing life. The dissolution of life is entirely 
out of his reference. 

To me, and I am sure it is true of every 
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doctor, death is always ugly, it is a defeat, it is 
a loss. If you ever had a pet dog that lived many 
years and became infirm, do you hurry to put 
it out of its misery. If you do, don’t you feel bad 
afterwards? You wonder whether you did not 
let him down. And if that is true there, how 
much more true that would be when I am called 
to see an aged individual, or suffering, and to 
go there with the motive of passing him on, 
that is repulsive and repugnant to me. 

It is my feeling, in view of our knowledge 
today, that the doctor is in the best position 
to carry on with the patient who is in imminent 
danger of dying. The good doctor will only be 
concerned with prolonging that life and prolong- 
ing it comfortably. I am most emphatic in my 
belief that no doctor does knowingly end a life. 
The good doctors are well aware of the distinc- 
tion between prolonging life and not prolonging 
dying. The former is in his reference. The latter 
never. 

The state does give the doctor the right to 
prescribe drugs that can kill, but it does not 
regulate dosage. For an untold number of years 
doctors have been given that trust, and by and 
large they have not betrayed that trust. 

Today, since medicine in my opinion rises 
above the level of the various religious denomi- 
nations, the doctor looks upon every man as 
his brother and as God his father. 

That to me is the most glorious thing of 
medicine, that we accept patients as they are 
with no criticisms, reservations, or to what group 
they belong. And how many of us will be disap- 
pointed in heaven when we see so many others 
that have gone there by a different route. I often 
wonder about it. 

The position that I take is so well exemplified 
in the parable of what happened on the Jericho 
Road. Now, I am no pietist, but I have been 
interested in the old Bible lands to the extent of 
excavating archaeologically in the Near East. 
And over and over again I have gone down this 
Jericho Road. It is the place of the parable of 
the Good Samaritan. And you know that story. 














136 Symposium on Euthanasia 


That to me stands head and shoulders above 
most of the parables. You recall the story of the 
man beaten and robbed and injured on the way- 
side. Who passed him by first? A priest, a repre- 
sentative of a formal religion. Who passed him 
by next? A Levite, another representative of a 
formal religion. But the third man who came 
by was a heretic, he was a Samaritan. But there 
was one thing he possessed, and that was com- 
passion. And that is the doctor’s role. And he 


QUESTION AND 


Mr. STANLEY: I shall appreciate it very much 
if Mr. Benjamin Wolfson, Mr. Theodore C. Wa- 
ters, Jr., and Mr. Daniel B. Leonard will be 
kind enough to constitute themselves as ushers 
in their respective tiers of seats and collect any 
questions which may have been written, and 
deliver them to the desk here. 

While these questions are being collected, I 
should like to start to submit to the members 
of the Panel the questions which have been 
prepared by the Medical-Legal Committee and 
by the members of the Panel. 

The first question is directed to Mr. Orth. 

Q. Mr. Orth, the question is, How should one 
resolve a conflict between the law and morality? 

Mr. Ortu: [| think that perhaps Dr. Boas is 


much better qualified to answer that question. 


than I am. 

In the first place, the question assumes that 
there is a conflict between the law and morality. 
And limited to the subject tonight of euthanasia, 
I am not so sure. If you take morality and define 
it as the doctrine of life, I don’t know whether 


we are prepared at this time, in this state of our 


civilization, that one of the doctrines and one 
of the duties of life is the performance of eu- 
thanasia. 

If we assume that it is and euthanasia is now 
proper, then the question is if there is a definite 
conflict between that morality and the law. And 
what would you do? Can you change the law? 


picked him up, took him to an inn and had him 
cared for. 

And I hope that you, since the last thing you 
will do is die, I hope at that time when death’s 
cold sullen stream over you rolls that you will 
have beside you some well-equipped, medically 
and mentally, good doctor who will be motivated 
with faith, hope and love. 


Mr. STANLEY: Thank you, Dr. Krause. 


ANSWER PERIOD 


Now, if we are ready for euthanasia—and it 
is a crime now to commit euthanasia—and they 
legalize it, that is the only step to take. But 
there are certain factors, of course, that even if 
you consider that it is not a crime to perform 
euthanasia, perhaps it should be prohibited any- 
how, in the public good. The answer to it, I 
think, is to change the law. 

Q. Mr. Stantey: Dr. Krause, has not the 
progress of medical knowledge been due in part 
to our stubborn refusal to admit that any dis- 
ease is incurable? 

Dr. Krause: I think that the answer to that 
is yes, but I don’t know whether you always 
have that motive in mind. I don’t think there 
is any question about that. The answer there 
would have to be yes. 

Q. Mr. STANLEY: Dr. Krause, here is another 
question to you. What percentage of patients 
at present die under conditions which might be 
alleviated through euthanasia? 

Dr. Krause: Well, if I were to include all the 
drugs that I see used, I think I would put it 
around the other way and ask what percentage 
of patients have been helped with our present 
modern methods of treatment. 

Q. Mr. StantEy: Dr. Boas, of what value is 
the history of an idea to a person who is plead- 
ing for legislative reform? 

Dr. Boas: Well, the value of it is in that we 
can see that we have gone quite a way. And the 
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one thing that is of the greatest importance is 
to find out how we got to where we are. And I 
happen to believe that there is a very sharp 
distinction between law and morality, between 
me and my neighbor on my left. When we go 
down to Annapolis to have a law changed, I 
think it is extremely important to know what 
historic causes lie behind the pleading. 

Now, the law is about three generations be- 
hind the public as far as morality is concerned. 
{nd consequently only by a study of the history 
of our moral and legislative ideas can you plead 
ior a legislative reform, in my opinion. 

Q. Mr. STANLEY: Dr. Boas, is there any re- 
ligion which does not hold life to be sacred? 

Dr. Boas: Yes, Buddhism does not hold life 
to be sacred. And that is brought out in the 
history of Buddhism. And nobody can say that 
the Buddhists are not as intelligent as we Euro- 
peans. And by Europeans, I mean Occidentals. 
Now, here is a religion that believes that life is 
not sacred at all. And Schopenhauer said that 
the original sin is being born. 

Q. Mr. STANLEY: Mr. Orth, the next question 
is for you. Legislation, though it sometimes ex- 
presses ancient traditions, has been changed. 
For example, the position of women in most 
Occidental countries. How does such a change 
come about? 

Mr. OrtTH: Well, from the purely theoretical 
point of view, under our system of government 
there is a realization on the part of the public 
that a change is necessary. Acting through your 
representative in the Legislature, who also re- 
alizes that a change is necessary and that the 
public desires it, they change the law. 

From a practical point of view, however, it 
may not work that way. It is a slow job. If 
there is perhaps a minority group that wants 
the law changed, despite tradition, they work 
to change the law while the majority is apathetic. 

Q. Mr. STANLEY: Dr. Krause, has this civiliza- 
tion reached a stage where some form or type 
of euthanasia under some circumstances should 
be legally justified? 
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Dr. Krause: If you mean the civilization that 
we have here at this present time, I would say 
no, it is not ready for it, but how much it is 
going to spread over the globe, the theory of it, 
I don’t know, but if, as Mr. Orth I think stated, 
a number of people decidedly agree with the 
theory of euthanasia, then I can see the pos- 
sibility that such a law may be passed in the 
not too distant future. But at the present mo- 
ment I would say that society, as I have dealt 
with these things, is not ready for it at the 
present time. 

Q. Mr. STANteEy: Mr. Orth, is there, at the 
present time, any legislation, either in this coun- 
try or abroad, which specifically allows eutha- 
nasia or prepares the legal background for the 
same? 

Mr. OrtTH: Not that I have been able to deter- 
mine. If it has been approved, I have not found it. 

Q. Mr. STANLEY: Here is another question, 
Mr. Orth. Would you include in the category of 
euthanasia cases where omissions or discon- 
tinuances of therapeutic procedures lead to 
prompt exitus of the patient? For example, the 
discontinuance of transfusions in the patient with 
aplastic anemia? 

Mr. Orta: Yes, I would. The law states that 
if there is a duty to act, an omission to act is 
the same as a positive act. In the example cited, 
if there was a discontinuance of the efforts to 
prolong life on the part of the doctor, the doctor 
knowing that the discontinuance of this effort 
would result in death, then he is guilty of murder 
in the first degree. 

There is a legal duty on the part of the doctor 


. to perform such acts. It does not extend to the 


point where there is no legal duty to perform the 
act. For example, if you saw a man drowning 
and you were on the pier with a life preserver in 
your hand, there is no duty for you to throw 
that preserver, but the doctor is, in fact, under 
a contract, and it is his duty to prolong life, and 
if he omits that act. knowing that the omission 
will result in death, he is guilty of murder. 
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Q. Dr. Krause: Mr. Stanley, may I ask a 
question about that? 

Mr. STANLEY: Yes. 

Q. Mr. Krause: How about the cults, for 
example, the Christian Science groups? They 
obviously have a number of patients that are 
admittedly being treated wrong by our present 
methods. 

Mr. Orta: And there have been prosecutions. 

Dr. Krause: But they are mighty few. 

Mr. OrtH: But they are mighty few, I agree 
with you. 

Dr. Krause: But there has been a concerted 
effort not to do something. 

Mr. OrtH: That is correct. 

Q. Mr. STANLEY: Mr. Orth, another question. 
Would an Act to legalize euthanasia be consti- 
tutional in Maryland? 

Mr. Ortu: I do not see why it could not be. 
We have on the books at the present time a law 
making abortion in certain cases legal. For ex- 
ample, if the doctor, after consulting with two 
or more, or one or more other doctors, and in 
their respective decisions they determine that 
the fetus is dead, or that the abortion is neces- 
sary, necessary for the health of the woman, 
then the abortion is legal. 

Now, certainly there is no great distinction 
between such a law and a law which would 
legalize euthanasia. 

From a purely practical point of view, I do 
not think that the members of the Legislature 
would want to take the personal responsibility 
of enacting such a law. They would probably 
and properly put the question up to the public, 
and if the public votes for it, I see no reason 
why it would not be either constitutional or 
legal, by changing the constitution, or by an 
Act of the Legislature. 

Q. Mr. STANLEY: Another question, Mr. Orth. 
And I am inclined to think that this may have 
been expressed in one of your other answers, but 
as it has been submitted, I will give it to you. 
Would failure of a doctor to take proper steps 
to save the life of a patient be a crime? 

Mr. OrtH: I think I have answered that, 


Mr. Stanley. It is an act of omission, and tech. 
nically it would be. 

Mr. STANLEY: There will now follow the ques. 
tions which have been submitted from the floor. 
Q. Dr. Krause, to what extent does the prac 
tice of abortion exist in our society and weake» 

our sense of sanctity of human life? 

Do I make that clear, sir? 

Dr. Krause: Well, do you mean in hospiti! 
practice or in neighborhoods by women? 

Mr. STANLEY: I understood from reading the 
question that it meant by doctors or hospitals. 

Dr. Krause: I think it is extremely rarely 
done, or, rather, the patients are fewer and 
fewer here in hospital practice, but the level 
is very high in neighborhoods. 

Q. Mr. STANLEY: Mr. Orth, would a Maryland 
jury, who in criminal cases are the judges of the 
law as well as the facts, be likely to convict 
“Miss A” of murder in the first degree? 

Mr. Ortu: You ask if it is likely to. I can 
only say that the polls that were made by the 
two institutes indicated about a fifty-fifty split. 
It takes twelve votes to convict. It takes only 
one vote to hang the jury. If you, as a repre- 
sentative, would get six for and six against, as 
the public opinion poll indicated, you would not 
have an acquittal, but you would have a hung 
jury. 

But to ask what a jury would do in a par- 
ticular case I cannot answer. I would say cer- 
tainly that there would be a lot of sympathy 
for Miss A. On the other hand, there would be 
others—and it is a most controversial subject-- 
who would feel very definitely that to take hu- 
man life, no matter what the reason, is wrong, 
whether their reason is based on philosophy or 
religion, ethics, morals, or what have you. 

I would say that you have a good chance. | 
would rather defend than prosecute. 

Q. Mr. STANLEY: Dr. Krause, when a patie: t 
is hopelessly ill and can no longer be fed b 
mouth or alimentary tract, what is the doctor 
responsibility to prolong life by intravenous feec 
ing? 
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Dr. Krause: He does it. 

Q. Mr. STANLEY: Dr. Boas, what are your 
personal views about euthanasia? 

Dr. Boas: Well, of course, I think that here 
is one of those things where you get a definite 
conflict between morality and the law. The law 
says that euthanasia is murder. Morality says 
that you should not let people suffer unneces- 
sarily. 

Here you have a tragic dilemma. And this is 
not the only one. In your conscientious objector, 
you have a man who does not believe in murder, 
so he is up against the law, which tells him to go 
out and get in the army and learn how to shoot 
and shoot well. We are constantly faced with 
that sort of question. 

Now, since I am a very soft-hearted person, I 
should be on the side of the euthanasiasts, if 
that is the correct word, who would put the poor 
devil out of his misery, whatever the law says, 
but I cannot do it, because I would be afraid of 
the law, if called upon to make the decision. 

And this is what I was referring to before. 
You cannot change the law. I mean you can say 
yes, you can do it, but the problem is to do what 
the suffering person wants you to do at that 
time. Now, we do it to animals after all, and, as 
I say, all this hypocrisy about the sanctity of 
life, is a bit sickening; it is the state that we are 
talking about here, and the church, when you 
come right down to it, and God makes his views 
known through human beings, and after all those 
people have never seriously thought that life 
was sacred, except when they want to punish 
people for taking it. But when they want to 
take it, they take it. And that is the law of 
Maryland and every place else. 

Well, I have talked too long. 

Q. Mr. STANLEY: Dr. Krause, how do you 
determine the point at which you cease to pro- 
long life and start to prolong death? 

Dr. Krause: I don’t know how I can answer 
that. All we do is try to keep them alive. Even 
though it looks perfectly hopeless, we try and try 
and the family frequently say: Well, don’t tor- 
ture them any more, but we still try. 
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I don’t know what the questioner has in mind. 

Q. Mr. STANLEY: Mr. Orth, can you answer 
Dr. Boas’ question as to how you justify capital 
punishment and punish in a case of mercy kill- 
ing? 

Mr. Ort: I don’t justify it. The law says 
what will happen. 

Of course, the law originally, or not originally 
but back in former times, was jealous of the life 
of its individuals, because the loss of such a 
man, of a freeman, would be the loss of a fighting 
man for the sovereign. And it can be further 
carried out, that if you are allowed to kill in- 
discriminately, you are allowed to kill off the 
taxpayers. 

Q. Mr. STanLey: Dr. Krause, what are the 
medico-legal aspects of withholding treatment 
deliberately which might prolong the life of a 
patient but not cure him? 

Dr. Krause: Well, I don’t think that is done. 
It is not withheld. That is the very point made. 
We still give it. I think that would be just as 
important as giving him something to kill him. 

Q. Mr. StTaNntey: Dr. Krause, is there any 
case in which it is justified? 

Dr. Krause: I don’t know of any. 

Q. Mr. STANLEY: Dr. Krause, you seem to 
be very popular from now on, sir. Here is another 
one. Have you any comment to make relating 
to the trial of the physician in New England for 
alleged euthanasia? 

Dr. Krause: No. | think that is the trial in 
which air was supposed to be injected, and then 
the reasons or the excuses that were given at 
the trial were reversed afterwards. I think Mr. 


Orth can tell you about it better than I can. 


Mr. OrtH: He was found not guilty. Defense 
counsel argued that there were no legal aspects 
of euthanasia during the trial. I think that was it. 

Q. Mr. STANLEY: Dr. Krause, how do you 
reconcile your statement that you wonder when 
you attempt to heal the sick that you are work- 
ing against God’s will and the life of Christ? 
He cured the sick and raised the dead. If you 
sincerely did the same, short of raising the dead, 
wouldn’t you be following God’s will? 
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Dr. Krause: Yes, I think that is perfectly 
true, if we did that, if we raised the dead. And 
don’t forget this, that Christ drove demons from 
individuals. We don’t believe that today. I think 
you have to interpret things in the light of the 
times in which they were written. He used meth- 
ods that we are totally unaware of, but they were 
effective, according to tradition. He did not hesi- 
tate to cure people. And he did not say that they 
should have to continually suffer. And that is 
my position now. And those people who say 
you are interfering with life or with God’s will 
when you shorten life, which we do not practice, 
but, nevertheless, it can be said that we are 
interfering with processes constantly in disease, 
which could be interpreted as God’s intention 
that we call so-and-so to their eternal rest, as I 
heard one individual express it to me. 

Mr. STANLEY: There has been a suggestion 
made that we poll the audience upon the ques- 
tion of whether they as members of the jury 
would vote to convict Miss A. And if there is a 
substantial feeling that that vote should be by 
secret ballot, it could be arranged. However, 
upon the assumption that a secret ballot will 
not be demanded, I shall ask all of our guests 
who think the jurymen or jurywomen would 
vote a verdict of guilty to raise their hands. 
(Raising of hands.) 

Mr. STANLEY: I shall ask Mr. Waters, Jr., 
and Mr. Leonard, if they would be kind enough 
to count those hands and report the results. 
(Count made.) 

Mr. STANLEY: Now, will all those ladies and 
gentlemen who would vote for a verdict of not 
guilty raise their hands? (Raising of hands.) 
(Count made.) 

Mr. STANLEY: There being 84 votes in favor 
of not guilty and 38 in favor of a verdict of 
guilty, Miss A is acquitted by the jury. 

Mr. OrtH: I will not take that as conclusive, 
because the ones who voted for guilty may be 
on the jury. 

Q. Mr. STantey: This is the concluding ques- 
tion, which it has been suggested be submitted 
to Dr. Boas. Where does all this lead us? 


Dr. Boas: Well, Mr. Chairman, I think this 
leads us to exactly the place where we were 
before we went into it, namely, that the people 
were aware of the law, as they have always been, 
and that legislation comes trailing along, and 
quite properly so, because after all the Courts 
have to move in an extremely conservative and 
cautious fashion. 

Of course, this is not a typical audience. There 
is no question about that. And, furthermore, in 
some states this audience would have to vote 
for Miss A as guilty. And there is no question 
about that either. And that is so because in 
most states the jury does not make the law. 

I should say that this audience, as Mr. Bumble 
said, thinks that the law is an ass, and is simply 
cruel and without any thoughts especially for 
the welfare of individuals. 

Of course, you can never settle a question of 
that sort to everybody’s satisfaction. I mean 
there are opinions and disagreements after public 
opinion has been drawn into legislation, and 
many of the laws which are new laws, are laws 
with which the people do not agree. We have 
made twenty-two amendments to the Constitu- 
tion and even they do not meet with universal 
approval. So that one must always expect a 
certain amount of disagreement in society. 

What I hope is that some of us have succeeded 
in making you realize that there is (a) a very 
sharp conflict between the law and public opin- 
ion. And I think, although some may not agree 
with me, that morality, that is, the feelings of 
morality, goes to the prevention of suffering and 
(b) a very sharp conflict between the duty of a 
physician, as Dr. Krause has given it to us, and 
once again popular sentiment. 

I don’t think one can say that it has led us 
any further than that, but after all if we have 
succeeded this evening in clarifying the issues, 
making those issues clear-cut, so that the clash 
in opinion becomes obvious, I should say that 
we have been led far enough along the road to 
look for a solution of this problem. 

Mr. STANLEY: There being no further discus- 
sion, the meeting is adjourned. 
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THE VACCINATION AND IMMUNIZATION HISTORY 


OF CHILDREN ENTERING FIRST GRADE 
IN 1951 AND 1952 


CHARLES R. HAYMAN, M.D., M.P.H.* 


INTRODUCTION 


Private practitioners and public health phy- 
sicians will agree that every child should be 
vaccinated against smallpox, and immunized 
igainst diphtheria, pertussis, and tetanus, before 
‘eaching the age of one year. The histories of 
children now in the first and second grades indi- 
cate that we have a long way to go before 
reaching this goal. 

This is essentially a problem for private phy- 
sicians, since the wellbaby clinics serve only the 
indigent and medically indigent—less than 10% 
of the 2,000 babies born each year. 

Harford County is fairly representative of the 
counties of Maryland. It has a population of 
53,000. One quarter live in three small towns, 
and the remainder are rural non-farm and farm 
residents. The Negro population is 10%. There 
are 29 general practitioners, and no full time 
pediatricians. 

It differs in that it has two military establish- 
ments, with an associated dependent population 
of several thousands, which is shifting rapidly. 
Another difference is that because of its nearness 
to the city, much of the medical care is provided 
by Baltimore physicians and hospitals. 


PROCEDURE 


This study is a by-product of the preschool 
examinations done by private physicians in their 
offices. 


At registration for school in the Spring of 


1951 and 1952, each parent was advised by a 
public health nurse to have her child examined 
by her own doctor. The parent was given a blank 
medical record to be completed by the physician 
and returned to the health department. Infor- 
mation as to previous Vaccination and Immuni- 


*Deputy State and County Health Officer, Harford 
County, Maryland. 
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zation was obtained by him from the parent or 
from his own files. Vaccinations and Immuniza- 
tions done at the time of the examination were 
likewise entered on the record. 

In 1951, there were 1079 children registered 
for the first grade. 668 or 62% were examined. 
These were done by 67 different physicians. 26 
were civilian physicians in Harford County and 
9 were Army physicians at the Aberdeen Proving 
Ground and the Army Chemical Center. Two 
were Baltimore pediatricians working in the well- 
baby clinics, who examined 40 children. The 
remaining 30 physicians were mostly in Balti- 
more City and county, but a few were prac- 
titioners in adjacent Cecil County, Maryland 
and York County, Pennsylvania (1). 

In 1952, there were 1427 children registered 
for the first grade. 1090, or 76.2% were examined. 
50 were examined at the wellbaby clinics, and 
all others by their family doctor. 


FINDINGS 


First Vaccination—The information given by 
the physicians showed, that of the children 
entering school in 1951, only 25% had been 
vaccinated before their first birthday. After this 
a smaller percentage was done each year, until 
at the time of the examination 71% had been 
vaccinated. 173 were then done, bringing the 
percentage up to 97. 

Of children entering in 1952, 28% had been 
vaccinated in the first year of life. At the time of 
examination, 76% had been protected. 221 were 
then done, bringing the percentage to 96.2. 

Re-vaccination—Including those done as part 
of the preschool examination in 1951, 9% had 
received a second vaccination. On the other hand, 
after examination of the 1952 group, 18% had 
been re-vaccinated (Figure 1). 

First immunization against diphtheria, pertussis 
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and tetanus—The physicians stated that 42% of 
the children entering school in 1951 had been 
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immunized in the first year of life. 72% had 
been protected by the time they came for the 
' preschool examination. An additional 111 chil- 


dren were then given their first series of DPT, 
bringing the percentage protected up to 88. 

Of the 1952 entrants, 50% had been im- 
munized by their first birthday, and 79% by the 
time they came for the examination. An ad- 
ditional 121 were then done, so that 90.5% had 
been protected. 

Booster D-P-T —In contrast to the small per- 
centage of 1951 entrants who had been revac- 
cinated, the physicians had given booster doses 
of DPT to 47% of these same children. Two 
thirds of these injections were given at the time 
of examination. 

Of the 1952 group, 54% had been given booster 
doses. Less than half were done as late as the 
preschool examination (Figure 2). 


COMMENTS 


The medical histories of the 668 children 
entering in 1951 showed that 107 previously had 
whooping cough. This may have been due to 
lack of immunization, or to delayed immuniza- 
tion. Reporting of this disease is very poor. For 
the county as a whole, only 63 cases were re- 
ported for the period 1946 through 1951. On the 
other hand, the more accurate mortality records 
show only 1 death attributed to pertussis in this 
period, in 1946. 

None of the 1951 entrants gave a history of 
having had diphtheria, tetanus or smallpox. Re- 
porting of these diseases is fairly accurate. 
During the period 1946 through 1951, there were 
county reports of 5 cases of diphtheria (4 in 
1946, 1 in 1950), 1 case of tetanus in 1946, and 
no cases of smallpox. There was one death from 
diphtheria in 1946. This low number of cases 
might indicate that a high proportion of the 
population, especially children, had either arti- 
ficially induced or naturally acquired immunity. 
Or the rate of exposure may have been low, in 
that few cases or carriers might have been 
present. 

The health department visits the schools each 
Fall to give initial protection and booster doses 
to children between six and ten years of age. 




















Since evidence of previous vaccination is re- 
quired for school attendance, only the very few 
cases overlooked by the teachers need to be 
vaccinated after entrance. 

It seems evident that the requirement of evi- 
dence of vaccination on entrance to school, in- 
fluences some parents to delay vaccination until 
the time of the preschool examination. 

Approximately 10% of children enter school 
without previous DPT immunization. Practically 
ul are given the first series shortly after, during 
the school visits. 

In an effort to make parents more conscious 
of the need for early protection, the health de- 
partment, in 1952, started sending a post card 
to every infant on its third month birthday. This 
card advises the baby to go to its family phy- 
sician, or to the wellbaby clinic, for immuniza- 
tion and vaccination. It is signed by the Medical 
Society and the Health Department. This is a 
modification of the card advocating diphtheria 
toxoid, which has been sent by the Mayor and 
Commissioner of Health of Baltimore since 
1933 (2). 

Cowgill has reported a community survey in 
Wichita, of a 6% representative sample of all 
preschool children from 0 to 6 years of age, as of 
January 1, 1950 (3). He found that 31% of 
those under 1 year had been vaccinated. Com- 
parison with older preschool children made him 
conclude that ‘‘for children born during the later 
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years of the survey period, immunization for 
smallpox was performed less frequently and was 
delayed to a later age.” 

Our study shows a slight, but definite trend 
towards more frequent and earlier vaccinations. 
The records of children entering school in 1954 
will probably show appreciably more than 31% 
vaccinated before their first birthday. 


CONCLUSIONS 


1. Information given by private physicians 
showed that only 25% of children entering first 
grade in 1951, had been vaccinated in the first 
year of life. Only 42% had been immunized with 
DPT by their first birthday. 

2. Relatively few vaccinations and immuniza- 
tions were performed after the first year, until 
the time of the preschool examination, when 
many were done. 

3. Children entering school in 1952 showed a 
slight, but definite trend towards earlier and 
more frequent vaccination and immunization. 
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TRAUMATIC UNCONSCIOUSNESS 
A Guide in Head Injury 


RAYMOND K. THOMPSON, M.D. 


Baltimore 


Evaluation of the unconscious patient due to 
trauma is most frequently the responsibility of 
the general practitioner. This evaluation de- 
termines the proper care of the patient, and 
proper evaluation hinges on the question as to 


whether the patient, can be best cared for in 
his own doctor’s hands or whether neurosurgical 
aid is needed. 

Unconsciousness is one of the most reliable 
guides in the evaluation of a traumatic patient, 
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if one realizes that, unconsciousness is not a 
single clinical state, but rather a series of stages 
like the rungs on a ladder. At the top of the 
ladder there is full consciousness and at the 
bottom is the stage of permanent unconscious- 
ness, death. The transition between full con- 
sciousness and death, is variously divided. The 
following classification of unconsciousness which 
is admittedly not complete or applicable in all 
cases has been of great value in assessing the 
course which a head injury patient is taking and 
determining the therapy indicated. 


Consciousness 
Automatism 
Confusion 
Delirium 
Stupor | 
Coma 

Death 


Unconsciousness 


Consciousness represents that state in which 
an individual responds to stimuli and is able to 
recall the majority of his reactions. When this 
property of recall is truly absent, the patient 
according to this classification is unconscious. 
If an individual is able to recall actions which 
have taken place several minutes before, if he 
can repeat several digits which have been told to 
him several minutes before, then and only then 
is he. fully conscious and responsible. If this 
recall is absent then the patient is neither con- 
scious nor more important, responsible for his 
actions. This brings us to the lightest stage of 
unconsciousness, that of traumatic automatism: 

Traumatic automatism is that light stage of 
unconsciousness in which the individual reacts 
appropriately to his environment but has lost the 
ability to recall. He is only aware of the stimuli 
as they are taking place; responds properly but 
does not record the pattern of reaction in 
memory. This patient will talk, walk, respond 
appropriately to stimuli but as soon as the action 
is over it vanishes from his mind as light from a 
lamp when it is extinguished. There is no recall 
and never will there be any recall of the incidents. 
These patients most frequently manifest this 
lack of memory by repeatedly asking the same 


Traumatic Unconsciousness 





question. All too frequently one hears the trau- 
matized patient asking over and over again, 
‘“‘What happened to me?” or “What time is it?” 
Relatives are many times seen repeatedly 
answering the patient’s questions, only to be 
asked the same question again in the course oi 
several seconds when the answer is given again. 
There is no trace of recall by this patient. This 
man is unconscious. Any patient exhibiting such 
behavior should be cautiously observed over and 
over again to determine when full consciousness 
has returned or if unconsciousness is deepening. 
These individuals are obviously not responsible. 
They behave like automatons and almost reflexly 
will get in their cars and drive home if allowed 
to do so, only to wake the following morning, if 
all goes well, with no recollection of having had 
a head injury or having been seen by the phy- 
sician. If all does not go well this is the type of 
patient who automatically goes. home and goes 
to bed only to become more deeply unconscious 
during the night and is critically unconscious or 
dead inthe morning. Traumatic automatism needs 
close observation until it disappears. If it disap- 
pears into full consciousness the doctor’s close 
observation can be trusted to a member of the 
family and the arousing at intervals to full con- 
sciousness then becomes the treatment. If the 
patient, however, again slips into unconscious- 
ness the observation should again come under the 
direct care of the physician or nurse trained in 
observation of the unconscious patient. 

A downward trend in unconsciousness is 
marked by the next step down the ladder of 
unconsciousness that of traumatic confusion. This 
stage is readily known to all. It is typified by 
the classical intoxication seen in a state of acute 
alcoholism. The speech is slurred, the gait is 
drunken, movements are clumsy, and memory is 
obviously impaired. Response to stimuli is no 
longer accurate as in automatism but rather 
confused. A trend from automatism to confusion 
is a definite decline of consciousness and should 
further alert the physician for the patient has 
changed for the worse. A great many head in- 

















juries present to the doctor in this stage of 
unconsciousness. A trend upward in the con- 
scious level to automatism and then to full 
consciousness indicates to the physician that im- 
provement is progressing satisfactorily and that 
at that moment the patient needs no further 
therapy. 

A similar though deeper stage of unconscious- 
ness is the next step downward, that of agitated 
confusion or traumatic delirium. This stage is 
frequently evanescent and even may be missed 
going up or down the ladder of unconsciousness. 
When the confused traumatic suddenly becomes 
violently agitated, the level of consciousness is 
slipping. This further alerts us and such patients 
need constant observation. Again traumatic head 
injuries frequently present in this stage. Trau- 
matic delirium is identical in patient behavior to 
that of acute manic delirium as seen in menin- 
gitis, alcoholism or hyperpyrexia. Response to 
vocal stimuli except possibly the most strong is 
lost. 

Traumatic stupor is the next step downward in 
the ladder of unconsciousness. In this stage the 
patient lies quietly without moving except fn 
response to stimuli. He responds to the pressure 
of his body on the bed and when a position 
becomes painful he will shift his position but 
appears generally to have “passed out” or is 
asleep. This is the stage of consciousness recog- 
nized by the layman as an unconscious patient. 
Sensations from a full bladder will arouse such a 
patient to delirium and on evacuation of the 
bladder he will again quiet down or slip into 
stupor. At all times the patient will respond to 
painful stimuli and to tickling stimuli. 


Traumatic coma develops as the patient no 


longer responds to painful or tactile stimuli. In 
this stage of unconsciousness the patient makes 
no voluntary movement. The vital mechanisms 
of the circulatory and respiratory systems work 
involuntarily. Scratching the sole of the foot may 
elicit a reflex movement of the toes. The knee 
reflex may respond on tapping the patellar ten- 
don but pinching the skin or supraorbital pres- 
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sure fail to elicit a motor response on the part of 
the patient. One by one these fundamental re- 
flexes will disappear as the patient goes deeper 
into coma and finally the corneal reflex, elicited 
by touching the cornea over the pupil, will disap- 
pear and at that point the patient passes into an 
irreversible stage of unconsciousness and shortly 
succumbs. A word must be said about the corneal 
reflex however and that is that any medication 
of the sedative group or the slightest amount of 
alcohol in the system will cause the corneal 
reflex to disappear. This is therefore a prognostic 
sign only in the absence of any medication or 
alcohol. 

These five stages of unconsciousness; automa- 
tism, confusion, delirium, stupor, and coma are 
characteristic stages of unconsciousness regard- 
less of the etiology of unconsciousness. We see 
these in the patient undergoing anaesthesia, with 
the patient passing rapidly to anaesthetic coma 
and following surgery gradually passing through 
these stages back to full consciousness. In stages 
of intoxication from alcohol or drugs the same 
transitions occur. How then can we use these 
clinical states as a guide in the evaluation of the 
traumatic? 

In a head injury we deal with two factors; one 
the insults inflicted at the time of the injury; 
and two the insults to the brain which develop 
from disordered physiology. 


Immediate 


Concussion or jarring of the brain without structural 
change 

Contusion or bruising of the brain 

Laceration of the brain 

Petechial hemorrhages in the brain 

Alterations of the continuity of the bone around the 
brain 


Delayed 


Edema or swelling 

Bleeding within the meningeal layers 
Bleeding within the brain 
Disordered cerebral circulation 


The immediate insults of the injury are re- 
flected in the patient by one of the above stages 
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of consciousness. For example, the patient with 
a pure concussion, rapidly rallies from the immo- 
bile state of coma and begins to respond to stim- 
uli and within minutes usually passes through 
the delirium, confusion stage where he shakes 
his head trying to clear his thoughts and after a 
short period of being dazed (usually automatism) 
he begins to recall and is fully conscious. In 
contradistinction, the patient with petechial 
hemorrhages scattered throughout the brain is in 
deep coma failing to respond to any stimulus. 
The corneal reflexes are absent. At most the four 
extremities will stiffen out into a reflex move- 
ment of decerebrate rigidity and death will be 
supervening before long. In between these are 
many variants but generally the patient who is 
gradually coming up in consciousness from coma 
to stupor to delirium to confusion to automatism 
is doing satisfactorily while the patient who is 
holding the same state of consciousness or is 
getting deeper into unconsciousness offers a more 
grave prognosis and indicates the need of help. 


* * * 


If following the initial injury the state of 
unconsciousness continues to lighten slowly or 
rapidly the patient’s cerebral physiology is com- 
pensating for the insults. If however after the 
initial unconsciousness of the injury has been 
overcome, the patient begins to slip into automa- 
tism into confusion into delirium, into stupor or 
into coma then the battle is being lost, the 
disordered cerebral physiology is becoming de- 
compensated and the outlook is bad unless the 
physiologic processes can be helped. In other 
words a clot removed, edema relieved, or cerebral 
circulation improved. 

In summary then evaluation of the traumatic 
unconscious patient by determining whether he 
is progressing toward full consciousness or toward 
death is one of the most accurate means that the 
general practitioner has in knowing whether a 
head injury is progressing satisfactorily under 
his care or whether neurosurgical assistance in 
the management of the patient is necessary. 


* * * 


AMERICAN MEDICAL EDUCATION FOUNDATION 
CONTRIBUTION FROM THE WOMAN’S AUXILIARIES 


Mrs. CHARLES H. WILLIAMS, President 
Woman’s Auxiliary Medical and Chirurgical 
Faculty of the State of Maryland 

1632 Reisterstown Road 

Baltimore 8, Maryland 


Dear Mrs. Williams: 


December 30, 1952 


It goes without saying that the State Committee of which I am chairman, along with the Ameri- 
can Medical Education Foundation, and of course our Society are deeply indebted to the Woman’s 
Auxiliaries for a job more than well done with results as tangible as your generous gift which I 


have already forwarded. 


I understand much credit is due Mrs. Albert E. Goldstein and her group within the Woman’s 
Auxiliary of Baltimore City Medical Society for this particular sum, said contribution giving rise 
to complimentary remarks in re the abilities and talents of our ladies’ groups which we have allowed 


(alas) to lie dormant lo this number of years. 


Please be sure of our grateful appreciation for these and any future efforts in behalf of the 


American Medical Education Foundation. 


CC—Dnr. GrorGE YEAGER, Editor 
State Journal—Medical 
and Chirurgical Faculty 


Sincerely, 

NEWLAND E. Day, M.D., Chairman 
State Committee to Cooperate 
Medical Education Foundation 
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ALLEGANY-GARRETT COUNTY 
MEDICAL SOCIETY 


LESLIE E. DAUGHERTY, M.D. 


Journal Representative 


Dr. William S. Love, Professor of Cardiology at 
the University of Maryland, was the guest speaker 
at the January meeting of the Allegany-Garrett 
County Medical Society, held in the nurse’s audi- 
torium at the Memorial Hospital. 

Dr. Love’s paper was titled “Some of the newer 
diagnostic aids in the recognition of Cardiac Disease.” 

Dr. W. Royce Hodges, 122 Centre Street, Cumber- 
land, was elected President of the Allegany-Garrett 
County Medical Society for this year. Dr. W. O. 
McLane of Frostburg was named Vice-President; 
Dr. R. Rhett Rathbone, 122 Centre Street, Cumber- 
land, Secretary, and Dr. Leland B. Ransom, 41 
Greene Street, Cumberland, Treasurer. 


ANNE ARUNDEL COUNTY 
MEDICAL SOCIETY 


GEORGE C. BASIL, M.D. 


Journal Representative 


At the January meeting of the Anne Arundel 
County Medical Society, the following officers were 
elected for 1953: Dr. J. Oliver Purvis, Annapolis, 
President; Dr. William J. French, Annapolis, Vice- 
President; Dr. J. Howard Beard, Annapolis, Secre- 
tary-Treasurer; Dr. Donald H. Hooker, Annapolis, 
Board of Censors (3 years); Dr. Frank M. Shipley, 
Annapolis, Board of Censors (2 years); Dr. Irving 
Ochs, Annapolis, Board of Censors (1 year); Dr. 
Bowie Grant, Shadyside, Delegate; Dr. William N. 
Thomas, Jr., Annapolis, Al/ernate. 


BALTIMORE CITY 


BALTIMORE CITY MEDICAL SOCIETY 
OFFICERS AND COMMITTEES 


CONRAD ACTON, M.D., Journal Representative 


The following officers were elected at the Annual 
Meeting of the Baltimore City Medical Society Fri- 


day, December 19, 1952, to serve for the year 1953: 
President, Wetherbee Fort; Vice-President, Lewis P. 
Gundry; Secretary, Edward F. Cotter; Treasurer, 
Robert C. Kimberly; Board of Censors, Samuel Mc- 
Lanahan (1953-1955); Honor Committee, Albert E. 
Goldstein (1953-1955); Delegates (1953), Bernard 
J. Cohen, Palmer H. Futcher; Alternates, James N. 
McCosh, John Newell Classen; Delegates (1953- 
1954), Conrad Acton, John S. Fenby, Wilson Grubb, 
John M. Haws, Harry F. Klinefelter, Jr., Zachariah 
R. Morgan, Edmund R. Novak, Thomas R.O’Rourk, 
Frank J. Otenasek, Ross Z. Pierpont, John E. Savage, 
Richard T. Shackelford, W. Kennedy Waller, Theo- 
dore E. Woodward; Alternates, M. Paul Byerly, 
Charles R. Goldsborough, Raymond E. Lenhard, 
Edwin B. Jarrett, D. C. MacLaughlin, James W. 
Nelson, John M. Scott, Mary L. Hayleck, Otto C. 
Brantigan, Carleton C. Douglass, George W. Mur- 
gatroyd, Jr., Edward F. Lewison, J. Brooke Boyle 
Jr., Howard M. Bubert. 

Dr. Wetherbee Fort, the President, has appointed 
the following Committees for 1953: 
ADVISORY 
ILIARY: 
J. Arthur York, Chairman, Newland E. Day, Edward John- 
son, Frank Supplee. 
CONSTITUTION AND BY-LAWS COMMITTEE: 
Moses Paulson, Chairman, Marius P. Johnson, Lawrence R. 
Wharton. 
COMMITTEE ON EMERGENCY MEDICAL CALLS: 
Paul E. Carliner, Chairman, Thomas W. Harris, Clewell 
Howell, Louis F. Klimes, George Murgatroyd, J. Charles 
Norton, Jr., Samuel Revell, John M. Scott, Howard Warner, 
Marion E. Wilson. 
ADVISORY COUNCIL 
MITTEE: 
J. Edmund Bradley, Edwin B. Jarrett, Lauriston L. Keown, 
Raymond E. Lenhard, Samuel Whitehouse, J. Donald Wood- 
ruff. 
COMMITTEE ON GERIATRICS: 
Herman Seidel, Chairman, Alfred Cole, Charles R. Golds- 
borough, Robert L. Jackson, Louis Krause, George G. Schle- 
singer, W. H. Woody. 
LEGISLATIVE COMMITTEE: 
Daniel J. Pessagno, Chairman, Raymond F. Helfrich, Marius 
P. Johnson, C. F. Karns, Albert J. Mace, Erwin E. Mayer, 
George McLean, William F. Pearce. 


COUNCIL TO THE WOMAN’S AUX- 


TO THE EXECUTIVE COM- 
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MAGISTRATE’S COMMITTEE: 


Roy O. Scholz, Chairman, H. Clay Bowie, Howard M. Bu- 
bert, Walter Buck, William G. Helfrich, Nathan B. Herman. 


JOINT COMMITTEE OF MATERNAL MORTALITY: 


Huntington Williams, Chairman, D. McClelland Dixon, Louis 
H. Douglass, Nicholson J. Eastman, W. Drummond Eaton, 
W. Thurber Fales, Ex-officio, John M. Haws, Hugh B. Mc- 
Nally, John E. Savage, Isadore A. Siegel. 


MEMBERSHIP COMMITTEE: 

William E. Gilmore, Chairman, Philibert Artigiani, David 
Bacharach, Edmund G. Beacham, George H. Brouillet, Pier- 
son M. Checket, Anthony F. DiPaula, Karl W. Ebeling, Wil- 
liam L. Fearing, William L. Garlick, J. Robert Gibbons, John 
J. Gould, George Govatos, Hyman L. Granoff, Francis L. 
Grumbine, I. Bradshaw Higgins, Robert L. Jackson, Arthur 
Karfgin, Vernon C. Kelly, Irvin P. Klemkowski, J. H. Mason 
Knox, III, Fred T. Kyper, George D. Lippy, William D. 
Lynn, Erwin E. Mayer, Charlotte McCarthy, Walter C. Mer- 
kel, Mitchell H. Miller, Joseph E. Muse, Jr., Nathan E. Needle, 
Patrick C. Phelan, Jr., H. William Primakoff, Thomas E. 
Roach, Thomas Edgie Russell, John F. Schaefer, George 
Sharfatz, Martin L. Singewald, William G. Speed, ITI, Wil- 
liam J. Supik. 

COMMITTEE TO FORMULATE A POLICY OF HAN- 
DLING PROFESSIONAL PROBLEMS: 

William H. Smith, Chairman, C. Holmes Boyd, Charles N. 
Davidson, Max R. English, J. Howard Franz, Frank J. 
Geraghty, Edward S. Stafford. 


PROGRAM COMMITTEE: 

J. Arthur Weinberg, Chairman, Otto C. Brantigan, R Adams 
Cowley, Raymond M. Cunningham, Samuel Morrison, S. 
Edwin Muller, James C. Owings, Francis F. Schwentker, 
William H. Smith. 

PUBLICITY COMMITTEE: 

Palmer H. Futcher, Chairman, Ernest Cornbrooks, Jr., Ernest 
S. Cross, Jr., Jacob Charles Handelsman, John A. Nesbitt, 
Jr., Harry M. Robinson, Jr. ; 
COMMITTEE ON PUBLIC MEDICAL EDUCATION: 


Amos R. Koontz, Chairman, George O. Eaton, J. Wesley Edel, 
Houston S. Everett, H. Hanford Hopkins. 


ANNUAL REPORT FOR THE YEAR 
1952 OF THE CHAIRMAN OF THE 
ANESTHESIOLOGY SECTION 


OTTO C. PHILLIPS, M.D.* 


I. During the past year, so as to stimulate more 
active participation on the part of the mem- 
bers in the activities of the Section, a number 
of committees were set up, including in all 


* Chairman, Anesthesiology Section, 1952. 





fourteen of the total membership of sixteen, 
excluding the Chairman. Most of these com- 
mittees have since been set up in the Consti- 
tution as standing committees. 

II. Meetings. There were eight meetings held during 
the year, at six of which visiting speakers 
from out of town were invited. 

1. January 9, 1952. Brig. General Sam Seeley, 
Chief of the Surgical Section, The Walter 
Reed Army Hospital, discussed, ‘“The Path- 
ogenesis of the Shock States.” 

2. Feb. 4, 1952. Dr. Donald Stubbs of Washing- 
ton, D. C. spoke on ‘“‘Acute Clinical Emer- 
gencies.” 

3. March 3, 1952. Dr. George Thomas of Pitts- 
burgh, Pa., discussed with demonstrations 
“Operating Room Explosions.” 

4. April 1, 1952. Business meeting and presenta- 
tion and discussion of anesthesia case studies. 

5. May 5, 1952. Edward Tuohy of Los Angeles, 
California discussed “Current Trends in the 
Practice of Anesthesiology.” 

6. October 6, 1952. Dr. William Derrick, Direc- 
tor of the Department of Anesthesiology of 
the Peter Bent Brigham Hospital, Boston, 
discussed “Anesthesia in Mitral Valvulo- 
plasties.”’ 

. November 25, 1952. Dr. Robert Smith, Di- 
rector of the Department of Anesthesiology 
of The Children’s Hospital, Boston, discussed 
“Pre and Post-anesthetic Care of the Pedi- 
atric Patient.” 

8. December 16, 1952. Dinner at the Hopkins 

Club, and election of officers as follows: 

Chairman Dr. Edward Lederman 

Chairman-elect Dr. Charles Hobelmann 

Secretary-Treasurer Dr. Leah Camp 

III. Membership. During 1952 three members were 

added and three lost. Added were Drs. Lionel 
Glassman, Weadon Johnson, and Donald 
Proctor. Lost were Drs. Julian Holly (de- 
ceased), Fred Bampfield (deceased), and 
Weadon Johnson (now practicing in another 
state). 

IV. Constitution and By-Laws. To answer the 
changing needs of the Section, the Constitu- 
tion was thoroughly revised and accepted at 
the annual meeting in December. 

V. Anesthesia Study Committee. On November 21, 
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1952, a resolution was passed by the Balti- 
more City Medical Society requesting the 
Baltimore City Health Department under- 
take a study of mortality and morbidity 
associated with anesthetic mishaps, and urg- 
ing the members to cooperate in the under- 
taking. 

VI. The Maryland State Industrial Commission 
during the year set up a new scale of anes- 
thetic fees for the compensation cases, based 
on the time involved rather than the simple 
“major-minor” differentiation as previously. 


BALTIMORE COUNTY MEDICAL 
ASSOCIATION 


Letter to Dr. Charles H. Williams 


Dear Dr. Williams, 

I am sorry to be so extremely late in writing to 
thank you for your kindness to me when I visited 
your country earlier this year. I should not like the 
Christmas season to pass completely without sending 
you a word of thanks. 

My visit to America ended as far back as the 
beginning of June but the memory still remains green 
and pleasant. I saw and heard an immense amount 
which was of great interest and value to me. Indeed, 
so much was new that it is only now I am getting 
things properly into perspective. There are several 
interesting developments here in general practice. 
Earnings of practitioners have been considerably 
raised as a result of arbitration between them and 
the Government. Within the past week a College of 
General Practice has been founded. This will corre- 


149 


spond fairly closely in constitution and aims to the 
American Academy of General Practice. It is, of 
course, too soon yet to say how successful it will be 
but, from what I hear, it is likely to be well sup- 
ported by practitioners. General practice in this 
country has been growing less in status for some time, 
but I think it would be reasonable now to claim that 
there is a definite resurgence. One of the greatest 
needs here, as I no doubt told you, is for general 
practitioners to get associated with hospital work. 
At the present moment that has been reduced almost 
to the point of vanishing entirely. There is at the 
moment quite a definite effort being made to rectify 
that unfortunate state of affairs, and I think that 
the new College will be able to help just as the 
American Academy has done in this problem. 

I heard a great deal about American general 
practice in various places but the practical side was, 
of course, most valuable to me. That is why I am 
so grateful to you for allowing me to see some of 
your own practice. When I am asked by doctors 
here about what I saw in the United States it is, 
quite naturally, my days spent in seeing the actual 
running. of practices that are of greatest interest. 
Please therefore accept my very grateful thanks for 
your help and also for your very great personal 
kindness and hospitality to me. 


With kindest regards, 
Yours sincerely, 


(Signed) Charles M. Fleming 
2 Peel Terrace, 
Edinburgh, 9, Scotland. 
24th December, 1952. 


AN INVITATION 


Dr. David P. Barr, Professor of Medicine, Cornell University, will speak on “(Chemical Factors in the Pathogenesis 
of Arteriosclerosis” on Monday 23rd of March in Gordon Wilson Hall of the University Hospital. This lecture is 
given under the auspices of the Alpha Omega Alpha fraternity of the University of Maryland. The members of Medi- 


cal and Chirurgical Faculty are invited. 
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AUTOMOBILE CLUB OF MARYLAND 
RICHARD A. HARTMAN* 


The Automobile Club of Maryland practices preventative medicine. 
Believing that an enlightened public is one of our best weapons against traffic accidents, the Automobile Club of 
Maryland in cooperation with the educators of the State has long fostered safety education in our schools from kinder- 


Monthly traffic safety guides for teachers are one of the aids furnished by the Club. Written by experienced educators 
around a different safety rule each month, the Guides are available on four levels, primary, upper primary, junior high 
school and rural.-Dr. Harry Bard, Assistant Director of Curriculum, Baltimore City Board of Education, was com- 
missioned to write the guides for junior high schools this year. The Automobile Club distributes a total of 4,300 Guides 
to Maryland schools each month. In addition, 3,100 posters and 31,000 crayon cards for the primary grades are dis- 


* Director of Traffic, Engineering and Safety, Baltimore 1, Maryland. 
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STATE DEPARTMENT OF HEALTH 


The Hospital Inpatient Program 


HERBERT NOTKIN, M.D.* 


There has been widespread discussion in the past 
iwo decades concerning the role of the State in the 
orovision of medical care. This discussion will con- 
ern the part which the Maryland State Government 
1as played in a program providing a specific type of 
medical care (hospitalization) for one hundred and 
‘orty-two years. 

State appropriations to voluntary hospitals have 
the primary purpose of helping low-income residents 
f Maryland finance hospital care. 


History 


Maryland has given financial aid to hospitals 
since 1811, but records prior to 1900 reveal no legal 
or other definitive criteria for these grants. It can 
only be assumed that hospitals in financial distress 
addressed individual appeals to the State. The ab- 
surdities which can result from such haphazard meth- 
ods are illustrated by an appropriation of $500 (in 
1900) ‘“‘to be used in erecting and maintaining a 
hospital at Frederick.” 

Starting in 1902, appropriations to hospitals were 
handled by the newly appointed Board of State Aid 
and Charities. In 1939 the State Department of 
Public Welfare was created and took over the re- 
sponsibilities of the Board of State Aid and Charities. 
The last major change in departmental responsibility 
occurred in 1949, when administration was trans- 
ferred to the State Department of Health, except 
for determination of the financial eligibility of in- 
dividual patients, which was retained by the Welfare 
Department. 

The total appropriation to hospitals increased from 
$95,600 in 1902 to $273,450 in 1910. By this latter 
year, State officials were beginning to show concern 
both over the large expenditures and the method of 


* Assistant Chief, Bureau of Medical Services and Hos 
pitals, Maryland State Department of Health. 


making payments. The 1910 report of the Board of 
State Aid and Charities contained the following 
comment: 

“While the members of the Board are in com- 
plete sympathy with the work of the hospitals and 
think it is the duty of the State to look after and 
provide for the sick, we are strongly of the opinion 
that some system should be devised by which the 
State should know what it is getting for its money.” 
This concern grew to such proportions that in 

1914 the same Board filed a majority report con- 
taining the recommendation that the State take 
over the voluntary hospitals. A simultaneous minor- 
ity report recommended the continuation of the 
existing program. The General Assembly adopted 
the minority report, and no serious questions as to 
the soundness of this approach have since been 
raised. 

In its efforts to establish a more satisfactory 
basis of remunerating hospitals, the Board of State 
Aid and Charities evolved the principle of paying 
for services rendered in lieu of lump sum appropri- 
ations. Beginning in 1912, this Board tried to arrive 
at a per diem rate. The first rate worked out was 
$1.67 per day. The schedule of costs used in com- 
puting the rate was strikingly similar to that used 
in Maryland today. Authority for making payments 
on the basis of earnings rather than appropriations 
was not obtained until 1918. However, even after 
legislative approval of this principle was secured, 
hospitals continued to receive their entire appropri- 
ation, whether or not it was actually earned. 

A study of the program was made nearly 20 years 
later by a gubernatorial commission. Its report, 
released in 1938, contained the following recommen- 
dations: 

1. The establishment of standards by which a 

patient qualified for care at State expense. 

2. The requirement that hospitals furnish data 

for use by the State as a basis for determining 
eligibility. 

In 1939, when the Department of Public Welfare 
replaced the Board of State Aid and Charities, it 
was authorized both to establish rates of payment 
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and to determine eligibility of patients. In 1943, the 
Department began the individual determination of 
eligibility through the caseworkers in the local wel- 
fare departments. This system is still in effect. 

When administration of the program was trans- 
ferred to the State Department of Health in 1949, 
a number of administrative changes (described be- 
low) were inaugurated. 

State payment per patient day rose gradually from 
$1.67 in 1918 to $5.00 by 1946. The General Assem- 


body known as the Council on Medical Care, which 
is set up by law to advise the Health Department 
on its medical care programs. It is composed of 
members of the various professions involved, repre- 
sentatives of the medical schools, and ex-officio mem- 
bers, such as the Director of the State Department 
of Welfare and the Commissioner of Mental Hygiene. 
The Council refers hospital problems to its sub- 
committee on Hospital Services, consisting of repre- 
sentatives of the Council and the Maryland Hospita 
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bly authorized per diem payments to be raised to a 
ceiling of $10.00 in 1947 and $12.00 in 1952. The 
financial growth of the program can be seen in 
Figure 1 (Annual appropriations). 


GENERAL ADMINISTRATION 


Since July 1, 1949, the program has been admin- 
istered by the Division of Hospital Services of the 
Bureau of Medical Services and Hospitals. This 
Bureau is responsible for a variety of medical care 
programs, of which the Hospital Inpatient Program 
is (from the point of view of cost) by far the largest. 
Policies are determined with the aid of an advisory 


Association. Final decisions on Council recommenda- 


tions rest with the State Board of Health. No policy 


decisions are made by State employees, although 


they are freely consulted by the advisory and policy- 


making bodies mentioned above. This system, al- 


though slightly cumbersome in practice, has mad 
for outstandingly good relationships between the 
hospitals and the Health Department. 

THE PARTICIPATING HOSPITALS 


A total of 36 general hospitals scattered through- 


out the State participate in the program (one Eye. 


Ear and Throat Hospital is included with this group) 
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Included are all licensed, non-proprietary hospitals 
in the State with the following exceptions: 

1. Hospitals owned by the Federal and State 
governments, and the City of Baltimore (hos- 
pitals owned by county governments are in- 
cluded). 

2. A few voluntary hospitals which have not ap- 
plied for participation. 

3. Two orthopedic hospitals which receive finan- 
cial aid from the Crippled Children’s Program. 

Eight special voluntary hospitals treating such 
conditions as chronic illness, tuberculosis, epilepsy 
and mental illness also participate. 

The hospitals vary in size from community hos- 
pitals of less than 50 beds to a 1,000 bed university 
‘eaching hospital. Patients certified as eligible for 
care at State expense may apply for admission at the 
participating hospital of their choice, thus making 
it possible for residents of rural areas to seek care in 
large urban hospitals when necessary. Admission 
depends on the availability of appropriate beds and 
the decision of the medical staff of the hospital to 
which the patient applies. 


SERVICES AND APPROPRIATIONS 


In the fiscal year ending June 30, 1952, the pro- 
gram provided 219,213 days of care in general 
hospitals. Hospitals also rendered 7,790 days of care 
to eligible patients for which they were not paid due 
to budgetary inadequacy in this year. The exact 
number of patients treated cannot be estimated be- 
cause of re-admissions, but there were 14,503 dis- 
charges under the program during this period. The 
average length of stay was 15.5 days, compared to 
8.6 days for all inpatients in the same hospitals for 
the same time period. 

For this same fiscal year the total State expendi- 
tures under the program for general hospitals were 
$1,674,923. In addition, the City of Baltimore spent 
$408,348 for its own residents hospitalized within 
the City. The financial effect of this program varies 
markedly from hospital to hospital. For the 1951-52 
fiscal year earnings of individual hospitals ranged 
from $5,165 to $450,619. A possibly more useful way 
of expressing this is the ratio of State-aided days of 
care to total days of care rendered by each partici- 
pating hospital. This varies from 0.9% to 40.1%. 

The appropriation for a given fiscal year is not an 
arbitrary figure. It is based on the number of days of 
care rendered by each hospital to eligible patients 
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during the last complete fiscal year. Each approved 
day of care rendered is counted, regardless of whether 
or not payment was actually made. The number of 
days is multiplied by either the per diem cost re- 
ported by the hospital on the Government Reim- 
bursable Cost Statement, or the $12.00 ceiling, 
whichever is lower. Appropriations made by local 
governments for care of individual patients are sub- 
trated from this sum before submission of the budget 
request to the Governor. 

The eight special hospitals are budgeted in a sim- 
ilar manner to the general hospitals, except that the 
ceiling on their per diem payment is $3.00 per day 
for the fiscal year ending June 30, 1953. Negotiations 
to make this figure more realistic are now in progress. 


FISCAL AND ADMINISTRATIVE PROCEDURES 


In order to receive payment for inpatient services 
rendered to an individual patient, the hospital must 
present a certificate of his eligibility to the Depart- 
ment of Health. This certificate may be obtained 
either before or after admission. If the patient can- 
not visit the nearest welfare office, a welfare case- 
worker may visit him in the hospital. Eligibility is 
determined on the basis of one year’s residence in 
the State and compliance with objective standards 
of income and financial resources in relation to 
family size. Recipients of public assistance (indigent) 
are automatically eligible for the program, but in 
1951-52 they constituted only 22.5% of the patients 
hospitalized. The other 77.5% was made up of the 
medically indigent. Eligibility standards for the med- 
ically indigent are adjusted to variations in living 
costs in different counties. For example, the maxi- 
mum income which will allow eligibility for a mem- 
ber of a four-person family varies from a high of 
$2,880 to a low of $2,700. 

It should be noted that these income scales are 
much higher than those used to determine eligibility 
for the medically indigent under the County Medical 
Care Program. The corresponding scales for the 
latter program are $1,452 to $1,272. This difference 
obtains because hospitalization is generally much 
more expensive than home and office care, so that 
many people who can afford care for minor illnesses 
cannot pay for hospitalization. This explains why 
there are many people eligible for a State-aided bed 
in a hospital who are not eligible for the County 
Medical Care Program. 

The monthly gross earnings for each hospital are 
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calculated as the least of (1) ward charges for ap- 
proved days care for patients discharged during the 
month, (2) per diem cost multiplied by the number 
of approved days care, or (3) the $12.00 ceiling 
multiplied by the number of approved days care. 
The gross earnings are then reduced by 50% of 
all collections from the patient, his family, partial 
insurance coverage or other sources to arrive at the 
hospital’s net monthly earning. 

At the end of the fiscal year, any funds not earned 
by hospitals which have rendered less than their 
expected quota of care for State-aided patients are 
distributed among those hospitals whose earnings 
have exceeded their appropriations. Any available 
supplemental funds are prorated on the basis of each 
hospital’s overearnings. 

Regulations include administrative controls on 
length of stay. A certificate is automatically valid 
for a maximum of 35 days from the admission date. 
If a patient stays more than 35 days, the hospital 
must request an extension of State-aid. This request 
is reviewed by a physician on the Health Depart- 
ment staff and may be granted or refused on either 
medical or social grounds. Extensions are always 
granted if a patient needs general hospital care for 
medical reasons. If this type of care is not needed, 
extensions may still be granted if there is evidence 
that the hospital is actively attempting to discharge 
the patient to his home or a less expensive appro- 
priate facility, such as a nursing home. Extensions 
are refused if such facilities are available but the 
hospital keeps the patient for teaching, research or 
other reasons. 

The Department works closely with hospital med- 
ical and social service staffs and with other commu- 
nity agencies in a continuous attempt to have patients 
occupy the most appropriate available facility. An 
experienced public health nurse on the department 
staff, as well as public health nurses and social 
workers in local health departments constantly try 
to relocate patients who no longer need general 
hospital care. 


OTHER MEDICAL CARE PROGRAMS 


No description of this program would be adequate 
without a brief listing of the other medical care 
programs and facilities in Maryland which render 
service to many patients who might otherwise oc- 
cupy relatively scarce and expensive general hospital 
beds. 


— 


. Home Medical Care Program—The State-wid: 
system of medical care in the home, office an«! 
nursing home (including drugs), allows man: 
low income residents to receive treatment on « 
non-hospitalized basis. 
Hospital Outpatient Program—Hospitals are re 
imbursed for outpatient services to a large 
group of low income citizens. This service re- 
lieves the pressure on general hospital beds 
both by treating patients who might otherwise 
be hospitalized and by allowing for earlier dis- 
charge of patients who require only some of the 
specialized facilities of a general hospital. 

3. State and local Chronic Hospitals—These hos- 
pitals serve many chronically ill people at lower 
costs than those which prevail in general hos- 
pitals. As chronic hospital beds become avail- 
able, transfer of suitable patients from general 
hospitals is arranged. 

4, State Tuberculosis Hospitals—Most tuberculosis 
patients are treated in State-owned hospitals 
which provide services equivalent to those in 
general hospitals (except major surgery). 

5. State Mental Hospitals—These provide both 
general medical and psychiatric care to persons 
committed on a legal or voluntary basis. 
These and other programs and facilities tend to 

decrease the utilization of general hospital beds with 

concomitant lessened public financial liability for 
hospitalization of low income citizens. 


bo 


ACCOMPLISHMENTS AND PROBLEMS 


Over the last 50 years the hospitals of Maryland 
and a number of State agencies have achieved the 
following results in the provision of State-aid for 
needy citizens in hospitals: 


Acceptance of the principle of support to voluntary 
hospitals by making payments on behalf of low 
income patients. 

Payment on the basis of services actually rendered 
to eligible patients instead of lump sum grants. 
Payment on a less than cost basis in most cases s0 
that the hospital retains its role as a charitabe 

institution. 

Determination of eligibility by a State agency rather 
than by the individual hospital, thus assuring 
consistency. 

Preparation of budgets on the basis of service rei'- 
dered rather than by expediency or on some arb - 
trary basis. 
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Administrative control over length of stay. 

Provision of other facilities and programs to relieve 
general hospitals of many patients no longer need- 
ing their services and aiding in placement of such 
patients in more appropriate facilities. 

Consultation on all policy changes with hospital 
representatives. 

Vesting of official administrative responsibility in 
the Health Department. 


While much progress has been made over the 
years, the following serious problems must still be 
faced: 


What is the relative responsibility of the State, the 
local Government and the hospital in providing 
hospital care to needy patients? 

ls the relative responsibility the same for persons on 
public assistance as for those classified as med- 
ically indigent? 

What principles should be followed in determining 
eligibility of medically indigent people for hospital 
care at State expense? Is income the only de- 
termining factor, or should the total cost of hos- 
pital services be evaluated in determining eligi- 
bility? ; 

Can the insurance principle be utilized in solving 
the problem rather than the current principle of 
payment for individual cases? 

Can contracts be written with Blue Cross or other 
insurance agencies? 

Can the length of stay of State-aided patients be 
reduced to a level more closely approximating that 
of general hospital experience, especially in the 
light of such major social problems as poor hous- 
ing, lack of domestic help and home nursing serv- 
ice, and the shortage of nursing home beds at 
reasonable cost? 


SUMMARY 


The State of Maryland has now had almost a 
century and a half of experience in rendering finan- 
cial aid to hospitals for the care of needy patients. 
Over this period of time the State has accepted the 
principles of State-aid to voluntary hospitals for 
care given to persons of low income, preparation of 
budgets on an objective basis, administration of the 
program by the Health Department and consulta- 
tion with the hospitals before instituting policy 
changes. 

The hospitals, on the other hand, have accepted 
determination of eligibility by a State agency, re- 
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imbursement on a per diem basis of less than cost 
in most instances, and administrative controls over 
length of stay. 

The result has been a program which is mutually 
satisfactory in broad outline to all concerned. 

The major remaining problems of State-aid for the 
care of needy patients are primarily in social and 
economic realms rather than in the fields of hospital 
adminitsration or government-hospital relationships. 


(Ute. 


& 
Director 


BALTIMORE CITY HEALTH 
DEPARTMENT 


Certificate of Live Birth Form Revised 


On the recommendation of the Committee on 
Maternal and Child Welfare of the Medical and 
Chirurgical Faculty of Maryland a revised Certif- 
icate of Live Birth was put in use in Baltimore 
beginning January 1, 1953. The main changes in this 
form deal with confidential supplementary medical 
data relating to complications of pregnancy and 
labor. 

The City Health Department’s Statistical Section 
and its Bureau of Child Hygiene feel that the changes 
will make available much useful additional informa- 
tion on the extent of complicatons of pregnancy, in 
relation to congenital malformations, prematurity 
and infant mortality. Studies of this nature are 
carried on by the City Health Department in co- 
operation with the Medical and Chirurgical Faculty 
Committee and it cannot be too strongly empha- 
sized that the validity and reliability of these inves- 
tigations will be dependent upon the accuracy and 
completeness of information provided by the attend- 
ing physician. 

Copies of the newly revised Certificate of Live 
Birth form and explanatory letters have been sent 
to all the obstetricians in Baltimore, to the Chiefs of 
Obstetrics Departments in local hospitals and to 
Directors or Superintendents of hospitals with ob- 
stetric services. 

The text of the letter sent to the obstetricians is 
as follows: 
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Dear Doctor: 


Enclosed I am sending for your inspection samples of our 
newly revised Certificate of Live Birth form. Additional 
copies of these forms will be sent you under separate cover 
if you should request them. For these you may write, or tele- 
phone the Bureau of Vital Records, Plaza 2000, Extension 
833. A supply of the new forms has been forwarded to each 
hospital in the city. 

Please use the new certificates as soon as you have used up 
any older forms you may have on hand. 

There is no change in the first 18 items in the certificate. 
The main changes are in the Confidential Medical Report 
beginning with Item 19A. They were made in order to make 
the answering easier and more accurate. In the new form you 
will find them on the back of the certificate. Should any prob- 
lems arise in respect to completion of the Confidential Medi- 
cal Report, please feel free to call Dr. Janet Hardy, Director 


of the Bureau of Child Hygiene, Baltimore City Health Dc 
partment, Plaza 2000, Extension 324. 
Your assistance in these matters will be greatly appre 
ciated. 
Sincerely yours, 


Huntington Williams, M.D 

Commissioner of Health 

Any Baltimore physician who performs obstetric: 

and who may not have received the above letter i 

requested to notify the City Health Department 
Plaza 2000, Extension 324. 


a ie Withnsue., NS 


Commissioner of Health 


HEART TRAINEESHIPS 


General Statement: The Surgeon General of the Public Health Service has established traineeships in the prevention, 
diagnosis, and treatment of cardiovascular diseases. The purpose of these traineeships, termed Heart Traineeships, 
is to improve the competency of the trainee in matters relating to the diagnosis, prevention, and treatment of heart 
diseases. This Heart Traineeship program is not to be confused with the Research Fellowship Program of the Public 


Health Service which is intended to promote the development of research workers. 
Location of Traineeships: Traineeships may be carried out at any institution where well-rounded cardiovascular 
training is given. It is the responsibility of the applicant to make all the necessary arrangements with the institution 


of his choice. 


Time of Award and Effective Beginning Date of Traineeships: Applications for National Heart Institute Traineeships 


are considered for awards three times a year. 
Deadline for Receipt 
of Applications 
First of January 
First of May 
First of September 


Date of 
Review 
First week in February 
First week in June 
First week in October 


How to make application: Application forms may be secured by writing to the Grants and Training Branch, National 
Heart Institute, National Institutes of Health, Bethesda 14, Maryland. 
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STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 
Case Reports Received during 4-week Period, January 30-February 26, 1953 





DEATHS 


PARA- 


MENINGOCOCCAL 
INCL. SCARLET FEVER 
RESPIRATORY 

AND SECONDARY 
pneumonia 


LYTIC 
STREP. SORE THROAT 


CHICKENPOX 
DIPHTHERIA 
GERMAN MEASLES 
HEPATITIS, INFECT. 
MEASLES 
MENINGITIS, 
POLIOMYELITIS, 
ROCKY MT. SPOTTED 
TYPHOID FEVER 
UNDULANT FEVER 
WHOOPING COUGH 
TUBERCULOSIS, 
SYPHILIS, PRIMARY 
GONORRHEA 

OTHER DISEASES 
Influenza and 
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Local areas 
Baltimore County 
Anne Arundel 


Montgomery 
Pr. George’s 
Calvert 


Queen Anne’s 
Caroline 


Dorchester 
Wicomico 
Worcester. ig SS. 


NNO 5 ete 2 


Total Counties 


Baltimore City 











State 
Jan. 30-Feb. 26, 1953 55} 20) 126 
Same period 1952 2331; 7} 159 
5-year median 420} 11) 205 





























Cumulative to 





State | | | 
Year 1953 to date 183} 88) 133) 28 234 | 530 44) 407 26/1244 











Same period 1952 68| 67/3913 16| 275) o 270! 30 408 * 983 
| | 


5-year median 50, — | 680, 19| 357 1} 0} 283| 159 383| 171/1073 





























infectious encephalitis ty = typhus fever 
= tetanus w = Weil’s disease 
= positive report of rabies in dog 
During the past 4 weeks deaths from influenza and pneumonia have occurred far more frequently than expected. 
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SAFEGUARDING BLUE CROSS 


R. H. DABNEY* 


The American Hospital Association recently con- 
ducted a survey which revealed that during the year 
ending June, 1952, about one-third of all care given 
in general hospitals was paid for by Blue Cross 
Plans. Protection of the stability of an agency which 
pays such a sizeable portion of the total hospital 
business is a four-way proposition—dependent upon 
the doctor, the hospital, the subscriber, and the 
Blue Cross Plan itself. 

Safeguarding Blue Cross implies preventing ex- 
cessive utilization of its benefits, for as with any 
type of prepaid protection excessive use means higher 
cost. The higher the cost the greater becomes the 
danger of putting the price of protection beyond the 
reach of the average person. 

A thought-provoking article on this subject, ““The 
Excessive Use of Blue Cross Benefits” by Dr. Ken- 
neth B. Babcock, Director of Detroit’s Grace Hos- 
pital, appeared in the July, 1952 issue of ‘‘Hospitals” 
magazine. 

We deem Doctor Babcock’s message of such im- 
portance that we are presenting a brief summary of 
t] e article here. 


Tue Doctors 


The doctors should make every effort to eliminate 
hospital admissions solely for diagnostic studies and 
for conditions which can be safely treated at the 
office or on an out-patient basis; they should guard 
against unnecessarily prolonged hospitalization; and 
they should guard against ordering unnecessary lab- 
oratory and x-ray tests, special medications, and 


* Executive Director, Maryland Hospital Service, Inc., and 
Maryland Medical Service, Inc. 


other services simply because they are covered b) 
the Blue Cross membership certificate. 


THE HOospItTALs 


The hospitals must see to it that their procedures 
and routines are geared to expedite the physicians’ 
care to the patients; and they must be on the alert 
to discover and erase abuses of Blue Cross. 


THE PATIENTS 


The patients should be educated to realize that 
Blue Cross protection must not be exploited to the 
extent of requesting unnecessary tests and services 
not related to the condition for which they are 
hospitalized; for hospitalization for conditions which 
can be treated in the doctor’s office or home; and 
needlessly prolonged hospital stays. 


THE BLUE Cross PLANS 


The Plans can do much to guide the doctors, 
hospitals, and patients in safeguarding against 
abuses. At the same time the plans must take careful 
stock of their own policies and practices—avoiding 
misleading advertising of benefits but insuring ade- 
quate coverage. 

The future success of voluntary hospitals depends 
more than ever on the stability of prepayment plans 
—particularly Blue Cross. Therefore, doctors, hos- 
pitals, subscribers and Blue Cross must work to- 
gether constantly to avoid any abuses which coul:| 
jeopardize the soundness of Blue Cross or which 
could conceivably increase the cost of coverage t» 
the point where protection would become financiall:’ 
unavailable to the average person. 








Woman’s Auxiliary to the Medical and Chirur- 
gical Faculty 


MRS. GEORGE H. YEAGER, Auxiliary Editor 








A.M.A. PRESIDENT TO SPEAK AT 
ANNUAL LUNCHEON 


Although he is speaking the night before at a 
dinner-meeting in Iowa, Dr. Louis H. Bauer, Presi- 
dent of the American Medical Association, has graci- 
ously accepted Mrs. Charles H. Williams’ invitation 
to speak at our Annual Auxiliary Luncheon! Mem- 
bers of the Medical Society are invited, as usual, and, 
we are sure, will very much want to come to hear 
Dr. Bauer. Since Maryland has not had a visit from 
a President of the A.M.A. in more than twenty some 
years, we can expect a real turn out. 

We are sincerely grateful to Dr. Bauer for making 
such an effort and for taking such a tiring trip for 
the cause of American Medicine, and more particu- 


larly for ws. Our President, Mrs. Charles H. Williams, 
is to be congratulated for securing such an honor for 
Maryland, and for her initiative in inviting the 
Auxiliary Presidents of surrounding States such as 
Virginia, West Virginia and Pennsylvania to attend 
our Annual Meeting for the first time. It should be 
a wonderful meeting. 


ALL-FACULTY BALL PART OF 
ANNUAL MEETING PROGRAM 


This year the first state-wide Auxiliary-Faculty 
dance will be held in connection with the regular 
Annnal Meeting program. It has been planned for 
Monday night, April 27th, so that County members 
can come to Baltimore for it and stay on for the 
Tuesday and Wednesday programs with their hus- 
bands. 

It is to be held at “The Alcazar” from nine until 
one and will, of course, be formal. Although the 
dance is planned for all Faculty members and their 
wives, the work is being done by the Baltimore City 
Auxiliary. They will use the proceeds to establish a 
Nursing Scholarship and, towards the state-wide 


Nurse Recruitment film which they are helping to 
make, and the American Medical Education Founda- 
tion. We can enjoy the evening and the reunion with 
friends from all over the State, and at the same time 
contribute to the cause of health education. 


THREE “Can Can Lapis” oF FOLIES-BARE-GERE 
Come see the show and spend an “Evening in Paris” danc- 
ing at “The Alcazar”—Monday, April 27, 1953, 9 until t 


Mrs. E. ELLSworTH Cook, Jr. 
Mrs. THEODORE KARDASH Mrs. Irvinc Taytor 


CONGRATULATIONS TO 
NURSES’ ASSOCIATION! 


Mrs. Albert E. Goldstein, President of the Balti- 
more City Auxiliary, tells us that she has written to 
the State Nurses’ Association to congratulate them 
on the Nurse Recruitment Calendar sponsored by 
the Association and published by a local dairy. The 
large picture above the calendar shows a pretty 
nurse caring for a little girl over the slogan “This 
Could Be You!”. Good work by an important part 
of our health-education team! 
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DOCTOR’S DAY 
MRS. GERALD W. LEVAN, Chairman 


GUARDIANS OF HEALTH 


We Americans are so richly blessed with the ad- 
vantages of modern civilization and have come to 
depend so entirely on our new inventions and dis- 
coveries that we do not give rational thought to the 
most important service that we enjoy—the medical 
protection that makes everything else in life worth- 
while, and without which we would regress not years 
but centuries. 

Even the thought of being deprived of our tele- 
phone, automobile, radio and airplane would throw 
us into a state of demoralization and panic, but do 
we appreciate to an equal degree the even greater 
dependence of civilization upon the services of the 
science of medicine? 

It is regrettable that man of the 20th century takes 
everything so much for granted and fails to appre- 
ciate fully the benefit he derives. In accepting things 
as they are, he forgets that such pestilences as chol- 
era, yellow fever, leprosy and smallpox ever existed 
here and is practically oblivious to the idea they 
could return in a short time, if we did not have the 
medical profession working constantly to prevent 
it. Consider what would happen to New York, or 
any other large city, if it were deprived of this 
protection. Epidemics would soon sweep across the 
country wiping out most of the population and our 
remaining civilization would go back centuries. In 
times of great disaster, the medical protection ranks 
in importance scarcely behind that of food supply. 
So, as we travel the road of life, let us not forget the 
guardians of our nation’s health—the medical men 
who labor long hours to care for the sick and are 
constantly and unselfishly engaged in research to 
prevent human misery and suffering. 

Never before have the advances of medical re- 
search and discovery affected the welfare of so many 
human beings. We do not have to resort to cold 
statistics to know that millions of additional years 
of living have been given to mankind by its doctors, 
and that they are healthier years than our ancestors 
ever knew, because, genération after generation, doc- 
tors have pursued their struggle for the prevention 
of disease and the prolongation of life. The greatest 
danger to the advance of medicine and the scientific 


spirit comes not from the masses of unthinking 
people but from the intelligent people who play suc’; 
an important role in the shaping of our civilization, 
but who have not yet been educated to think ra- 
tionally. And here is where the Woman’s Auxiliar: 
to the Medical Societies has a very definite an: 
important role to play, working in the various other 
organizations of the community in which they live. 

Rene Descartes (1596-1650) once wrote this: “If 
ever the human race is raised to its highest practi- 
cable level intellectually, morally and physically, the 
science of medicine will perform that service.” [ 
quote this because it stresses one of the aims of the 
Auxiliary, namely: “To extend the aims of the med- 
ical profession to all organizations in the advance- 
ment of health and health education.” 

America has a stake in her doctors of medicine 
and rightly she should have, for here we have the 
greatest number of highly trained and completely 
devoted group of physicians and surgeons in the 
world. They are second to none! 

Your doctor is.a member of “the most humane of 
all professions” and is also the most human of men 
a personal being as well as a professional being. He 
was once a little boy living just like any other little 
boy and he grew up, went to school, chose a career, 
got married, raised a family, worked hard and grew 
old just the same as other men. His profession knows 
no language, race or creed for it is consecrated to the 
service of humanity. His is the profession that cares 
for life itself, and the medical practitioner is closer 
to the heart of America than any other group, unless 
it be the ministry. 

The doctor is first of all a citizen—of everyman’s 
world—and is vitally interested in his community. 
He is not only concerned with the physical symptoms 
of his patients but also their social, economic and 
spiritual conditions which so often affect his diag- 
nosis and cure. You will find him generous with boti 
his time and money when it comes to civic affairs, 
for he is ever working for the betterment of h's 
community. Doctors have always been leaders in 
health and sanitation just as today they are leaders 
in civil defense of our nation. 

Just as America has a stake in her medical mer, 
so does Maryland. Our state was the 7th in our 
nation to organize medically, when in 1799 the 
State Legislature granted a charter and the society 
of doctors was incorporated. This organization :s 
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known today as The Medical and Chirurgical Fac- 
ulty of the State of Maryland, and has a membership 
of approximately 2,451. The doctors of Maryland 
have written a memorable page in the annals of 
medical science. We are very proud of their notable 
achievements and contributions to the science of 
medicine, as well as the part they have played in 
making our medical institutions so outstanding. 

The Woman’s Auxiliary to the Medical and Chi- 
rurgical Faculty of the State of Maryland feel that it 
is fitting that we give our doctors more deserving 
recognition than they have had, so we are appealing 
to the General Assembly of Maryland to enact a Law 
that will give us a designated day on which we can 
pay tribute to our medical men. 

To a doctor’s wife, every day is Doctor’s Day and 
her entire life is devoted to adjustment to her doctor- 
husband’s way of living, but once a year it would be 
nice to make him feel extra special by honoring him 
on a specific day. In having a certain day set aside, 
we hope to impress the laity with the value of the 
Physician to the Community, and to cause the lay- 
man to pause long enough to think how completely 
and unselfishly the medical profession is dedicated 
to his welfare. It will be a day on which we are 
reminded that it is time to say “Thank You,” each 
in his own way, to the doctors of Maryland—the 
guardians of our health. It never costs much to ex- 
press gratitude and just to know that somebody is 
grateful can mean so much. 

The date of March 30 is significant. It originated 
in Georgia, when that state honored one of its 
famous sons, and is spreading over the country from 
this state. It is the anniversary of that day in 1842 
when Dr. Crawford W. Long of Jefferson, Ga., 
first used his discovery of ether anesthesia in per- 
forming a surgical operation. By honoring Dr. Long’s 
work, we honor all physicians and surgeons. Let us 
not only thank the doctors as a professional group 
but let us, individually, thank our own doctor to 
whom we turn for treatment and guidance. 


A BALTIMORE COUNTY PLAN 


MRS. MARTIN E. STROBEL, Past-President 


Due toa limited membership, the Woman’s Auxil- 
iary to the Baltimore County Medical Association 
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has concentrated its efforts on three main Commit- 
tees; namely, Public Relations, Legislation, and 
Nurse Recruitment. It was felt that more could be 
accomplished by this method than by having other 
committees which are not as important in operation. 

Also, only one main project—which is our Annual 
Nursing Scholarship—has been undertaken. To raise 
money for this Scholarship, an annual Doctor’s Day 
Dance has been held. In that way, the dance serves 
a two-fold purpose. 

Perhaps other Counties with a small membership 
might consider such a plan instead of trying to main- 
tain too many different committees inadequately. 


MONTGOMERY COUNTY GENERAL 
HOSPITAL SUPPER AND BAZAAR 


MRS. JOHN G. BALL, President-Elect 


Traditionally, for the past thirty years, on the last 
Tuesday of July all Montgomery County roads lead 
to Sandy Spring and the Montgomery County Gen- 
eral Hospital Supper and Bazaar. No matter whether 
the day is rainy, sunny or windy, the Hospital 
Supper and Bazaar is always held! People come 
from all over the County and nearly two thousand of 
them stay for the famous chicken and ham supper 
prepared by the Hospital Board. On the sweeping 
green lawn in front of the hospital, tables laden with 
a variety of articles appear. Fancy work, ‘white 
elephants,” county store products, homemade jellies, 
cakes, and goodies. 

This year, July 29, 1952, something new appeared 
among the tables—a table in a choice location with 
nothing to sell, but something to give. The Woman’s 
Auxiliary to the Montgomery County Medical Soci- 
ety set up an exhibit consisting of an electric ques- 
tion-answer box made by the Maryland Society for 
Medical Research. Three members of the Auxiliary 
manned the table. They were Mrs. J. Marion Bank- 
head, Mrs. James Kerr, and Mrs. Charles H. Ligon. 
Literature ordered from A.M.A. in Chicago to be 
delivered to Mrs. Ligon in Sandy Spring, arrived in 
Kensington and Silver Spring, but finally, was con- 
veyed to Sandy Spring in time for distribution. The 
Society for Medical Research delivered and picked 
up their question-answer box, for which the com- 
mittee was very grateful. 





164 


The members report the greatest interest was 
shown by young people of high school age. They 
didn’t know why they rang the bell or lighted the 
‘amp, but they wanted to try for a good “score!” 
Many people couldn’t understand some of the ques- 
tions or the words! Many others couldn’t understand 
why it was free! The literature of the Maryland 
Society for Medical Research, together with A.M.A. 
“A Doctor For You,” “Socialized Medicine is no Bar- 
gain” were distributed. However, we observed that 
very few questions were asked. We hope that this 
indicates that rural Montgomery County is well 
educated health wise and is satisfied with its medi- 
cal care. 
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AUXILIARY NEWS 


Baltimore County announces its new officers as 
Mrs. Thomas E. Wheeler, President, Mrs. E. \. 
Caples, Vice-president, Mrs. John C. Baier, Record- 
ing Secretary, Mrs. Hans W. Constadt, Correspond- 
ing Secretary and Mrs. Elliott C. Flick, Treasure: 

The Auxiliary to the Washington County Medica! 
Society has elected Mrs. Gerald W. LeVan, President; 
Mrs. John H. Hornbaker, President-Elect; Mrs. 
Philip J. Hirshman, Vice-President; Mrs. James W. 
Sachs, Recording Secretary; Mrs. John A. Moran, 
Corresponding Secretary; Mrs. Ernest F. Poole, 
Treasurer and Mrs. Ralph S. Stauffer, Parliamen- 
tarian. 


First All-Faculty Dance! 


A STATE-WIDE BALL WILL BE PART OF THE 


ANNUAL MEETING PROGRAM 


April 27, 1953 


Make reservations now for the “Evening in Paris’ Ball to be held on Monday, April 27, 1953 
from 9 until 1 A.M. at “The Alcazar’? and sponsored by the Woman’s Auxiliary to the Baltimore 


City Medical] Society. 


Dress optional. Be a “Parisien,” be a Patron and be THERE! 


Tickets—$3.00 per person, including tax. Please make checks payable to the Woman’s Auxiliary 
to the Baltimore City Medical Society and mail to: 


Mrs. E. ELLSwortH Cook, Jr. 
2431 Maryland Avenue 
Baltimore 18, Maryland 





